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The Diagnosis and Treatment of Tumors of the 
Upper Urinary Tract* 


ELMER HESS,.M.D., F.A.C.S., F.1.C.S. 
ERIE, PENNSYLVANIA 


T IS comparatively easy to recognize 
| tumor in the upper urinary tract 

where there is a palpable mass in the 
region of the kidney and where typical 
defects in the pyelogram are found. 
However, there are many pitfalls in the 
diagnosis. It is necessary to differen- 
tiate extra-renal tumors from those of 
the pelvis, upper ureter, and the paren- 
chyma. Adrenal tumors, tumors of the 
head of the pancreas, adrenal rest tu- 
mors originating in the renal capsule, 
retroperitoneal sarcomata, hydrops of 
the gall bladder, and even abdominal 
aneurysms have been mistaken for 
growths limited to the upper urinary 
tract. Every effort should be made to 
rule out these conditions whenever renal 
growths are suspected. 


*Read before the Seventh National Assembly of the 
International College of Surgeons, Denver, Colorado, 
July 15-18, 1942. 


In the kidney itself there are many 
pathologic conditions that may be erro- 
neously interpreted as pelvic or renal 
neoplasms. These mistakes in diagnosis 
are usually based on the interpretation 
of urograms. I have a fairly large series 
of cases where the post-operative find- 
ings did not agree with the pre-operative 
diagnosis. A brief review of some of 
these errors in diagnosis should be help- 
ful. In all of the cases cited the only 
symptom has been painless hematuria. 

In certain cases of unilateral renal 
hemorrhage one can easily err in the 
diagnosis. Often it is better, after thor- 
ough study, to nephrectomize a hemor- 
rhagic kidney even though the pyelo- 
gram is normal or impossible of correct 
interpretation, than to permit an early 
cancer to develop into a late one. 

Two cases illustrative of this point are 
interesting. Both patients had excessive 
unilateral bleeding but had virtually nor- 
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mal pyelograms. In one case all that 
could be found was an ‘‘acute hemor- 
rhagic papillitis.’? In the second case, 
the bleeding kidney looked so normal 
that I was ashamed to remove it. On 
gross examination no lesions of any kind 
could be demonstrated. The papilla of 
the superior calyx seemed to be a bit 
more congested than its fellow. Micro- 
scopic examination revealed a definite 
early cancer. 

Bugbee recently advocated opening 
the kidney in certain cases of painless 
unilateral hematuria before removing it. 
In a few cases this might be advanta- 
geous and enable us to save all or part 
of a valuable organ. It would have been 
of no value in the case of cancer cited 
above because, grossly, the pelvis and 
kidney looked normal. I would hesitate 
to cut into a kidney suspected of harbor- 
ing a neoplasm through fear of spread- 
ing the disease, even though such a fear 
might be only theoretical. 

Two cases of non-opaque calculi have 
been erroneously diagnosed as tumors of 
the renal pelvis. One, a simple stone; the 
other, multiple caleuli in the pelvis and 
lower calyx. 

A tuberculous abscess in the lower 
pole of a kidney, with a large blood clot 
in the pelvis, was responsible for a diag- 
nosis of a pelvic tumor. There were no 
symptoms or other clinical or laboratory 
evidence of tuberculosis. The diagnosis 
of tumor was also made in two other 
prominent clinics. 

A woman, aged 40, presented herself 
with a history of painless hematuria. 
The pyelogram showed a peculiar ir- 
regularity of the lower calyx. Tumor 
was diagnosed. Operation revealed an 
infarct of the kidney. 

A number of years ago, I published a 
paper on an adenocarcinoma of the head 
of the pancreas, mistakenly diagnosed as 
tumor of the lower pole of a movable 
kidney. Operation and autopsy revealed 


the true diagnosis. These are errors in 
diagnosis that have all been personal ex- 
periences. Careful study of the pyelo- 
grams, when compared with typical de- 
formities caused by actual tumors of the 
pelvis and parenchyma, will possibly 
prevent these pre-operative errors in 
the future. Fortunately, all of these pa- 
tients, except one, had to be nephrecto- 
mized, and while they were all treated as 
tumor cases, the only definite criticism is 
that they were treated by X-ray and ra- 
dium pre-operatively. This delayed the 
operative procedure, increased the ex- 
pense to the patient, and cost one good 
kidney. The single non-opaque calculus 
could have been removed and the organ 
saved if it had not been for the prelimi- 
nary X-ray and radium therapy. Typical 
pyelograms are never difficult of inter- 
pretation. 

Other conditions that must be differ- 
entiated are single or multiple cysts of 
the kidney and benign growths. The lat- 
ter are relatively rare. 

There are many methods of treating 
tumors of the upper urinary tract. Some 
prefer pre- and post-operative X-ray 
therapy with surgery, while others pre- 
fer different combinations of these pro- 
cedures. My experience in the treatment 
of tumors of the upper urinary tract, in 
spite of surgery plus either pre- or post- 
operative X-ray therapy or any combina- 
tion of these, has been very unsatisfac- 
tory. Many of these patients have re- 
quired complete nephro-ureterectomy 
with partial cystectomy, otherwise re- 
currences may develop in the ureteral 
stump or in the bladder following ne- 
phrectomy. 

Several years ago I did a nephrectomy 
for a papillary carcinoma of the renal 
pelvis, and five years later there was a 
recurrence of the tumor in the ureteral 
stump and in the bladder. At the time 
of the original operation it was consid- 
ered suicidal, because of the patient’s 
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condition, to do a complete nephro- 
ureterectomy with partial cystectomy. 


I had already seen a number of similar 
cases. Secondary ureterectomy with par- 
tial cystectomy had always failed be- 
cause of the extension of the tumor mass 
to the retroperitoneal tissues, and, in 
several cases, through the peritoneum it- 
self. The question of treating this in- 
volved ureteral stump by X-ray was 
raised. This treatment had been tried 
in several cases without satisfactory re- 
sults. Radium inserted into the ureter 
was considered, but how to insert it 
properly was the question. In consulta- 
tion with M. Cervi, a Physicist, the first 
catheter loaded with radon for the treat- 
ment of this recurrent growth in the ure- 
teral stump was designed. The results 
were very spectacular. As a result of 
this experience, it seemed rational to 
treat the ureter pre-operatively in this 
manner prior to surgery and thereby ob- 
viate the necessity for the very major 
operative procedure of nephro-ureterec- 
tomy with partial cystectomy. 


The first catheters used were solid af- 
ter they had been filled with the radon 
seeds. The first two or three patients 
suffered intensely from an acute and 
painful hydronephrosis for the period of 
time that the catheter was left in the 
ureter. Experiments were then made 
with a two-way catheter. One side was 
filled with the radon seeds; the other 
gave adequate drainage from the renal 
pelvis during the period of radiation. 


Of course, it must be remembered that 
a catheter cannot be passed in all of 
these cases and then other methods must 
be used. Since the development of the 
radon catheter, treatment of tumors of 
the upper urinary tract has been stand- 
ardized in our clinic, and while the 
series of cases treated in this manner is 
still very small, the results are unques- 
tionably much better than those obtained 


by any previous combination of therapy. 


The radon catheter destroys the lower 
three-fifths of the ureter and allows the 
surgeon to do a simple nephrectomy 
safely instead of a complete nephro- 
ureterectomy with partial cystectomy. 
This treatment is particulary indicated 
in treatment of tumors of the renal pel- 
vis, and in these cases we may also plant 
a few radon seeds around the affected 
ureter. In all tumors of the upper urinary 
tract, including those of the upper ure- 
ter, pelvis and parenchyma, X-ray thera- 
py pre-operatively is the routine. This 
devitalizes tumor tissue in the kidney, 
blocks the lymphatics and blood vessels, 
making metastasis less likely as a result 
of later surgical handling. Very large 
tumors of the kidney, which are at first 
considered inoperable, may and often do 
shrink so that they are easily handled at 
operation. X-ray therapy has not made 
surgical removal more difficult, and ne- 
phrectomy has been done as long as a 
year after the diagnosis was first made 
where the X-ray therapy was prolonged 
and extensive. 


It has been my experience that the 
Wilm’s tumor shrinks very rapidly un- 
der X-ray therapy and that operation is 
made simpler and easier if these tumors 
get pre-operative radiation. One case 
that demonstrates this very distinctly 
was a fourteen-month-old baby with a 
huge Wilm’s tumor of the left kidney. 
Very minimal doses of X-ray caused the 
tumor to shrink so rapidly that at opera- 
tion the kidney, with its tumor, was re- 
moved with relative ease. This patient 
is alive over a year without recurrence 
and will be the first case in my experi- 
ence of Wilm’s tumors that has been 
cured, if this case can be considered 
cured. My limited experience, of course, 
is not sufficient to take issue with Ladd, 
who believes that these cases should be 
operated on and then treated with X-ray. 








4 TUMORS OF UPPER URINARY TRACT 


It must be emphasized, however, that 
even though treatment of a disease is 
standardized there are exceptions to 
every rule. Ordinarily, we do not use 
post-operative X-ray therapy unless 
there seems to be a definite indication for 
it. There are times when the routine 
treatment of an individual case must be 
abandoned to more intelligently meet 
the problem at hand. 


The Radium Emanation Corporation 
takes a double channel catheter with two 
lumens blended into one. At the distal 
end there are two drainage eyelets. Ra- 
don seeds separated by short lengths of 
a neutral material are spaced evenly 
along the portion of the catheter to be 
activated. These spaces are completely 
enclosed in platinum. The entire dosage 
is evenly distributed in the necessary 
number of seeds, depending upon the 
length of ureter to be irradiated. A seed 
is placed in the catheter and pushed down 
into place. A spacer follows, another 
seed is put in, a spacer follows, etc., until 
the entire described length of the cathe- 
ter is loaded. The channel is then 
plugged at both ends to prevent shifting 
of the seeds. A roentgenogram is then 
taken of the activated portion of the 
catheter to see that radiation distribu- 
tion is where it is supposed to be. This 
leaves one lumen free to drain the urine 
from the renal pelvis on the side to be 
radiated and prevents any overdisten- 
tion of the pelvis. The catheter is suffi- 
ciently flexible to pass the curves of the 
cystoscope and to follow the normal 
course of the ureter. After insertion, a 
roentgenogram is taken to be sure that 
the catheter is properly placed and that 
the radiation is going to be distributed 
to the proper portion of the ureter. The 
catheter is left in for 72 hours. The dos- 
age is approximately 400 me. hours per 
inch of active length. The primary filter 
is 0.3 mm. of platinum. 


After the catheter has been placed and 
has been properly checked, the patient is 
given pre-operative radiation. Three 
ports are used. The anterior port ex- 
tends from the midline out over the kid- 
ney area from just below the nipple to 
just below the crest of the tlium. The 
posterior port extends from about the 
tenth rib to below the crest of the ilium, 
from the middle of the spine out to the 
edge of the abdomen. The middle port is 
the port between these two and is direct- 
ed laterally over the kidney. Treatments 
are given daily to two ports and if a 
third port is deemed advisable, only two 
ports are treated daily. The dosage is 
200 r, per port per day, each area receiv- 
ing a total of from 1400 to 1600 r. The 
operation is performed within two weeks 
of the completion of the radiation. 

Small tumors of the kidney can be ap- 
proached safely from the back by any of 
the regular kidney incisions. Whenever 
nephro-ureterectomy with partial cys- 
tectomy is contemplated, two incisions 
are necessary: One in the lower abdomi- 
nal quadrant for the partial cystectomy 
and separation of the lower ureter, and 
the other in the loin for the removal of 
the kidney itself. Many surgeons prefer 
to approach large tumors of the kidney 
transperitoneally. All of these various 
operative approaches have their very 
evident disadvantages. 

I would like to emphasize an operative 
approach and technic which I believe to 
be superior to any of these, although it 
must always be remembered that the 
operative procedure must be selected to 
fit each individual patient. 

If the twelfth rib is resected (the elev- 
enth has been resected several times) 
the exposure of the kidney is facilitated. 
The incision is made down on the middle 
of this rib, the muscles are dissected 
from the superior and inferior border of 
the rib, and the rib is then resected. The 
incision is continued anteriorly for a 
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short distance. The transversalis fascia 
is opened, the pleura carefully retracted, 
and the peritoneum is pushed forward 
and out of the way. Gerota’s fascia is 
nicked and the opening is enlarged by 
tearing it with the fingers. This method 
of opening the renal fossa also protects 
the pleura from injury. However, if the 
pleura is injured it can be repaired im- 
mediately. I have opened the pleura ac- 
cidentally at least a dozen times, and 
once deliberately without any untoward 
difficulty, either at the operating table or 
during the convalescent period. If the 
pleura is friable and the sutures pull out, 
a bit of muscle or fascia may be sutured 
over the pleural rent. 


This incision exposes the upper pole 
of the kidney, the lines of cleavage are 
easily established, and even the largest 
tumor can be delivered with comparative 
ease. In one case, the eleventh rib was 
deliberately resected, and as the tumor 
had firmly attached itself to the dia- 
phragm, this muscle was resected, with 
obvious injury to the pleura, and the tu- 
mor mass was removed. The defects in 
the pleura and diaphragm were closed 
and this patient made an uneventful 
operative recovery. When the wound is 
closed care must be taken not to open 
the pleura with the needle as it is passed 
through the muscle layers where the rib 
has been removed. Not that it will cause 
any trouble, but it is better not to open 
the pleura. The rest of the closure is 
done routinely. 


SUMMARY 
1. Careful differential diagnosis is 


necessary. When in doubt an upper uri- 
nary tract lesion should be treated as 


“cancer. 


2. Pre-operative X-ray therapy 
through three ports (anterior, posterior 
and lateral) is the routine method. 


3. Pre-operative irradiation of the ure- 
ter with radon in a catheter is the rule 
whenever a catheter can be passed. This 
blocks the ureter and makes total re- 
moval of the ureter and part of the blad- 
der unnecessary. 

4, Nephrectomy within two weeks of 
the completion of the combined radiation 
is usually indicated. At times, nephrec- 
tomy may be postponed for a much 
longer period, according to the indica- 
tions. 

5. The rib resection approach to the 
renal fosse facilitates removal of the 
kidney, regardless of its size or compli- 
cations. 

6. Statistics before and after using 
the above technics can be supplied, but 
are of little value. Results have been 
uniformly better since adopting the 
above routine. The series of cases in 
any one man’s hands is necessarily 
small, but I believe the results thus far 
obtained justify the continuance of the 
technic until something more practical 
can be found. 
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SUMARIO 


En el diagnostico diferencial del can- 
cer de las vias urinarias superiores es 
imperativo el proceder con cautela. En 
caso de duda es preferible el tratar la 
lesion renal como si fuera cancerosa. El 
autor emplea de rutina la rontgenotera- 
pia preoperatoria por las tres vias: an- 
terior, posterior, y lateral. Es de regla 
la irradiacion preoperatoria del ureter 
por intermedio de un cateter que con- 
tenga radon en todos los casos en que 
sea posible la cateterizacion de este con- 
ducto. Este procedimiento bloquea el 
ureter y por lo tanto hace innecesario su 
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reseccion total o de la pared adyacente 
de la vejiga urinaria. Dentro de las dos 
semanas que siguen al termino del tra- 
tamiento radioterapico es usual el prac- 
ticar la nefrectomia. La costectomia 
permite la visualizacion de la fosa renal 
y facilita la reseccion del rinon, sea cual 
fuere el tamano de este organo o las com- 
plicaciones que existan. En la experien- 
cia del autor, la tecnica arriba mencio- 
nada, produce mejores resultados y por 
lo tanto justifica su opinion de que se 
debe de usar hasta que se descubra un 
metodo terapeutico superior. 


RESUME 


Un diagnostic différentiel précis est 
nécessaire. Duns l’incertitu, traite les 
lésions des régions urinaires supériéures 
comme des cancers. La thérapie pré- 
opératoire radiologique routiniére sera 
antérieure, postérieure et latérale. 
Quand un cathéter uréteral chargé de ra- 
don peut étre introduit, on pratiguera 
l’irradiation pré-opératoire de l’urétere. 
Cela bloque l’urétére et rend inutile 
l’ablation totale de l’urétére et d’une 
partie de la vessie urinaire. Deux se- 
maines aprés l’achévement de la radia- 
tion compléte on enlévera la rein. On 


peut dans certains cas ajourner la né- 
phrectomie. La résection d’une cote 
facilite l’approche et l’enlévement du 
rein. Les résultats sont meilleurs depuis 
l’emploi de la technique si-dessus men- 
tionnée. Des perfectionnements de tech- 
nique sont 4 désirer. 


Bu Box 


I[pasussnnh AudhepenyuarsHHh Amar- 
HO3 HeOOxoquM. Ecnu-xe cymjectByet co- 
MHeHHEe, TO CleyeT JCYMTL WeE3HH BepXHETO 
MOYeBOTO TpakTa, KaK OyATO-OH 3TO pak. 
Jlo-onepatupHoe o61yseHue Pentrenom 4e- 
pe3 Tp opta, Kak MpaBusO, O6a3aTeABHO. 
Jlo-onepaTtusHoe O6sy4eHHe MOYeTOUHMKA 
IOCpeACTBOM pafOHa B KaTeTepe, Kak mpa- 
BHO, CCIM KaTeTep MOKeT OBITE MpOBeseH. 
Oro OnOKupyeT MOYETOUHUK HM yAantAeT He- 
OOXOAMMOCTh yAaIeHHA BCeTO MOFETOUHHKAa 
MH YacTH MOYeBOTO ny3sHpa. Hedhdexromua 
enaeTca, Kak UpaBuso, Yepe3 ABe HeAzerH 
mocie KOMOMHUpOBaHHOTO OOayyeHus. B 
HeKOTOPHIX CIy4aaX BO3MOXHO OTIORITS 
HeekTomulo Ha Gonee Fomruh cpox. Pas- 
pes c pesexuuei peOpa o6neryaet n0AcTyn 
K N10%Ke axe B MPHCyTCTBUM ee GOTBMOTO 
pa3Mepa M BCeBO3MOKHHX OclOmeHeHHH. 
PesyantaTH mompaBHMch Cc Tex Op Kak 
aBTOp UIpHAepxuBaeTCA ONMCaHHOTO se%e- 
Hua. Uncro 1ayveHTOB KOHEYHO He MOKET 
ONITE OONBIIMM, HO B BUY OarompHATHHX 
pe3yIbTaTOB TpuHAepxuBaeTcCA ONnNCaHHOH 
T€XHUKH, 10 KpahHOk Mepe OKa He Hai- 
Aetca Aywlukh cnoco6. 
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Management of Acute Cholecystitis* 
Review of 110 Cases Treated from 1937 to 1941 


CLARK D. BROOKS, M.D., F.I.C.S., F.A.C.S., L. B. ASHLEY, M.D., AND 
M. JORDAN THORSTAD, M.D. 


DETROIT, MICHIGAN 


ESPITE the vast experience of 
D many surgeons in the treatment of 
acute cholecystitis and its compli- 
cations, there remains a wide diversity 
of opinion. Although some surgeons ad- 
vocate the immediate or emergency 
operation and others a conservative 
treatment, we feel that there can be no 
dogmatic rules to follow, but rather that 
one utilize his judgment in treating each 
case individually. 

In reviewing 110 cases of acute chole- 
cystitis treated during a five-year period 
(1937 to 1941), very interesting time re- 
lations were found to exist. The average 
duration of the chronic symptoms refer- 
able to the gall bladder persisted for 5.6 
years before the onset of the acute ill- 
ness. The study also revealed that the 
acute illness had existed 5.2 days before 
the patient entered the hospital. This 
figure clearly illustrates the misuse of 
the term ‘‘immediate or early opera- 
tion,’’ as very few patients with acute 
cholecystitis enter the hospital within a 
few hours of the onset of the acute ill- 
ness. The average period of pre-opera- 
tive hospital preparation was thirty- 
seven hours, or one and one-half days. 
The average period of total hospitaliza- 
tion was seventeen days. 





*Read before the Seventh National Assembly of the 
International College of Surgeons, Denver, Colorado, 
July 15-18, 1942. 


DIAGNOSIS 


The successful treatment of an acutely 
ill patient depends upon the establish- 
ment of an accurate diagnosis. Acute 
cholecystitis generally may be diagnosed 
by the several subjective and objective 
symptoms. The patient almost always 
gives a past history of intolerance to 
fatty and greasy foods, dyspepsia of 
varying degree, and not infrequently of 
previous attacks of colic diagnosed as 
gall bladder disease. The most common 
subjective symptom is pain or colic lo- 
cated in the right upper quadrant and 
referred to the right scapular region. 
Other common symptoms, such as nau- 
sea, vomiting, fever, chills and jaundice 
are listed in Table I, in the order of their 
frequency as found in this study. It is 
interesting to note that gallstones were 
found in almost every case. 


TABLE I. 
Symptoms or AcutE CHOLECYSTITIS 











SYMPTOMS No. or CasEs 
Pain or colic 110 
Gallstones 106 
Nausea 102 
Vomiting 67 
Fever 66 
Chills 36 
Jaundice 27 








In the differential diagnosis there are 
three conditions most likely to confuse 
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the clinician. These diseases are a per- 
forated peptic ulcer, an acute intestinal 
obstruction and acute coronary throm- 
bosis. Any of these illnesses in an atypi- 
cal form may simulate acute cholecysti- 
tis, and since it requires careful study to 
eliminate them, there is good reason to 
withhold immediate operation. The sur- 
geon often sees a patient with acute 
cholecystitis who complains more of a 
rapid heart than of abdominal discom- 
fort. The palpitation and tachycardia 
are probably the result of a reflex para- 
sympathetic nervous stimulation asso- 
ciated with an acutely distended gall 
bladder. However, where there is any 
question of myocardial or coronary dis- 
ease, an electrocardiogram is obtained. 
A scout X-ray film of the abdomen and 
chest frequently reveals the presence of 
gallstones, a distended gall bladder and 
the presence or absence of a pneumoni- 
tis. Other diseases to be excluded as 
diagnostic possibilities are gastric crisis, 
high appendicitis, diverticulitis of the 
duodenum and torsion of the omentum. 

Further laboratory data include blood 
counts, urine examinations, prothrombin 
time, Kahn test and estimations of blood 
icteric indices, sugar, nitrogen and amy- 
lase values. An elevated blood amylase 
level indicates pancreatitis and we have 
often had levels as high as one thousand 
units. 


PRE-OPERATIVE PREPARATION 


Adequate and proper pre-operative 
preparation of a patient ill with acute 
cholecystitis is a most important factor 
in reducing the mortality rate. The 
length of time necessary for the thor- 
ough preparation depends upon several 
conditions: (1) The age and general con- 
dition of the patient; (2) the severity of 
the disease; (3) the amount of dehydra- 
tion; (4) the size and consistency of the 
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gall bladder mass, and (5) the presence 
or absence of icterus. 

As soon as a positive diagnosis is 
made, the patient is relieved of pain by 
sufficient morphine sedation. Massive 
hot stupes relieve the abdominal discom- 
fort and the muscle spasm, adding to the 
comfort of the patient. The administra- 
tion of intravenous fluids (5 per cent 
glucose and saline solutions) counteracts 
the dehydration, establishes a satisfac- 
tory fluid balance and reinforces the 
store of liver glycogen. If the patient is 
vomiting or shows evidence of abdominal 
distension, Wangensteen suction is im- 
mediately employed. No food is given. 

A blood transfusion is indicated in 
every case of jaundice, in patients suf- 
fering from shock and in those having a 
low blood serum protein. For the past 
few years we have used sulfathiazole 
pre- and post-operatively for acute chole- 
cystitis with moderate or severe infec- 
tions because it reduces the virulence of 
the infection. 

Patients with acute cholecystitis com- 
plicated by jaundice receive intensive 
vitamin K therapy before and after 
operation. Bile salts are given with the 
vitamin K orally to promote absorption 
of it from the intestinal tract. The pro- 
thrombin time is used as an indicator of 
the response of the body to the vitamin 
K treatment. Large doses of vitamin C 
or ascorbutic acid are given, as we are 
convinced that this has greatly improved 
wound healing and has reduced post- 
operative complications. 


COURSE OF DISEASE 


The optimum time for operation de- 
pends upon the correlation of several 
factors. The reduction in the pulse rate 
indicates a satisfactory response to pre- 
operative preparation. The change from 
a dry furred tongue to a moist clean 
tongue, and an increased feeling of com- 
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fort and well-being on the part of the pa- 
tient are signs of improvement. We feel 
that a most important sign is muscle 
spasm and that changes in this are an 
important guide in evaluating the re- 
sponse of the disease to conservative 
treatment. Patients who have recurrent 
attacks of chills almost always have a 
gangrenous gall bladder, empyema or 
perforation with peritonitis. The aver- 
age fever found in reviewing our cases 
was 101° F. The presence of such com- 
plications as hepatitis, cholangeitis, pan- 
creatitis or perforation of the gall blad- 
der frequently results in a fever of 103° 
F. or higher. An intensely severe con- 
stant pain deep in the abdomen may in- 
dicate a severe pancreatitis. 

The most common complications of 
acute cholecystitis, as found in our series 
of cases, is listed in Table II. 


Tas.e II. 
ComPLicaTIONsS oF AcuTE CHOLECYSTITIS 














CoMPLICATIONS No. or,CasEs 
Empyema 63 
Pancreatitis 41 
Hepatitis 40 
Gangrene 40 
Perforation with peritonitis 20 





SURGICAL TREATMENT 


The ultimate cure of the patient de- 
pends upon surgical intervention and the 
removal of the calculi. One must not for- 
get that the disease is the direct result of 
the gallstones in nearly all cases, and 
that complete relief can almost surely be 
obtained by removal of these calculi 
alone. The type of operation depends 
upon the experience and judgment of the 
surgeon. It is dangerous to practice aca- 
demic surgery in treating acute chole- 
cystitis. . 

There are three very important condi- 
tions which must be considered in the 
safe treatment of such a patient: 


(A) The age and general condition of 
the patient are of paramount impor- 
tance. Experience has taught that pa- 
tients in the sixth and seventh decades of 
of life withstand biliary infection poorly, 
and an early short operation is often 
life-saving. The average age of the pa- 
tients in our series was fifty-four years, 
the oldest being eighty-one years and the . 
youngest four years. 

(B) The severity of the disease limits 
the length of the operating time and the 
type of anesthetic agent employed. No 
standard operative technic is applicable 
to all cases. During the past fifteen 
years we have found spinal anesthesia to 
be the most satisfactory anesthetic. 
Acutely ill patients tolerate inhalation 
anesthetics very poorly. Intravenous so- 
dium pentothal and local infiltration of 
novocaine, or a combination of these, are 
much safer for an elderly debilitated pa- 
tient. The supplementation of regional 
anesthesia with oxygen prevents anoxia. 

(C) The pathology of the biliary tract 
and adjacent organs plays an important 
part in the choice of an operative proce- 
dure. Pathologic conditions most fre- 
quently encountered are: (1) Free intra- 
abdominal fluid; (2) edema of the tis- 
sues; (3) a distended gall bladder; (4) 
cholangeitis; (5) hepatitis; (6) pancre- 
atitis; and (7) calculi which may lie in 
the fundus of the gall bladder, cystic 
duct, common duct or the hepatic ducts. 

The most common type of operation is 
the cholecystectomy with removal of the 
gall bladder as well as the gallstones. 
There are two variations of this opera- 
tive procedure: (1) The complete liga- 
tion of the cystic duct, which is done 
when the remaining biliary tract is es- 
sentially normal; and (2) draining the 
cystic duct by the insertion of a rubber 
tube, which allows the decompression of 
the entire biliary tract in the presence of 
cholangeitis and edema or dilatation of 
the ducts. 
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Tas.e ITI. 
OPERATIVE TECHNICS IN ACUTE CHOLECYSTITIS 








TYPE OF OPERATION 





Cholecystostomy 

Cholecystostomy with drainage of common duct 
Cholecystectomy with soft rubber drainage 
Cholecystectomy with drainage of cystic duct 

- Cholecystectomy with choledochotomy 
Cholecystectomy with drainage of the common duct 





TOTAL 





CasEs DEATHS MOoRTALITIES 
% 
32 3 9.3 
! 0 0.0 
27 0 0.0 
39 1 2.5 
30 0 0.0 
11 0 0.0 
110 4 36 











The simplest and quickest operation 
which will give relief is a cholecystos- 
tomy with removal of the calculi. How- 
ever, if the condition of the individual 
does not permit the safe removal of an 
embedded gallstone in the cystic duct, 
the gall bladder is packed with an anti- 
septic gauze. When the pack is removed 
in ten days the calculus is often dis- 
lodged and may be easily lifted from the 
gall bladder with a long forceps. 

Choledochotomy, with or without 
drainage, is an operative technic which 
is receiving more consideration during 
the past few years. This procedure is in- 
dicated in every case of clinical jaundice, 
and we feel that it should be carried out 
in the presence of an elevated icteric in- 
dex with subclinical jaundice. Drainage 
of the common duct by a ‘‘T’’ tube is in- 
dicated if gallstones are found in the 
common or hepatic ducts, if the common 
duct is dilated, if there is marked evi- 
dence of cholangeitis or if there is an 
acute pancreatitis. 

The operative procedures which have 
been employed by us in the treatment of 
acute cholecystitis during the past five- 
year period (1937 to 1941) and the end- 
results are shown in Table III and in 
the graph. 


POST-OPERATIVE CARE 


The post-operative care of a patient 
with acute cholecystitis and its compli- 


cations requires careful and constant 
observation (Graph I). Orders which 
play an important role in the rapid and 
successful recovery of an acutely ill pa- 
tient are listed as follows: 


1. Adequate morphine sedation is of 
prime importance. 

2. Intravenous administration of 5 per 
cent glucose and saline solutions main- 
tains the correct fluid balance. 


3. Sulfathiazole chemotherapy is or- 
dered in doses as indicated by the sever- 
ity of the infection. 


4, Vitamin C is administered in ade- 
quate doses of 500 to 1,000 mgm. daily to 
promote rapid wound healing. 


SURGERY OF ACUTE CHOLECYSTITIS 


CHOLECYSTECTOMY 

MM cystic DUCT DRAINAGE 
(1) CHOLEDOCOTOMY 

GM COMMON DUCT DRAINAGE 
CHOLECYSTOSTOMY 


30} 
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5. Vitamin K is administered in the 
presence of icterus. 

6. The patient is placed on a progres- 
sive diet leading to a high protein, low 
carbohydrate and low fat diet. 

7. Blood transfusions are indicated in 
every case of jaundice, in patients suf- 
fering from shock and in those having a 
low serum protein value. 

8. Patients suffering from shock, hy- 
perpyrexia and acute pancreatitis al- 
ways receive oxygen by the tent method. 

9. Vomiting and abdominal distension 
are treated immediately by the Wangen- 
steen suction. 

10. The patient is encouraged to 
change positions freely and to take deep 
breathing exercises to prevent post- 
operative pulmonary complications. 

The prophylaxis of post-operative 
complications is extremely important 
and difficult. In Table IV are listed the 
types of post-operative complications 
encountered in our series of cases. 























Tase LV. 
Post-OPERATIVE COMPLICATIONS OF ACUTE 
CHOLECYSTITIS 
TYPE OF MoRrTALITIES 
ComPLICATION Cases | Deatus A 
Pneumonia 15 1 6.6 
Cardiac 12 1 8.3 
Atelectasis 11 1 9.0 
Wound Infection 3 0 0.0 
Thrombophlebitis 1 0 0.0 
SUMMARY 


The successful treatment of acute 
cholecystitis and its complications re- 
quires much experience and mature 
judgment on the part of the surgeon. 

The treatment of a patient with acute 
cholecystitis must be individualized. In 
a review of 110 cases of acute cholecysti- 
tis, the average period of pre-operative 
preparation was found to be thirty-seven 
hours. 


In this series the average duration of 
the acute illness before hospitalization 
was found to be 5.2 days. 

The most important post-operative 
complications of acute cholecystitis are 
pneumonia, atelectasis and cardiovascu- 
lar disease. 

The mortality rate for the 110 cases 
of acute cholecystitis was 3.6 per cent. 
The causes of the four deaths were pneu- 
monia, coronary thrombosis, pulmonary 
embolism and generalized peritonitis 
with atelectasis. 


SUMARIO 


El exito del tratamiento de las colecis- 
titis agudas y de las complicaciones que 
presentan depende en gran parte de la 
experiencia del cirujano. El tratamiento 
de esta clase de pacientes siempre debe 
de ser individualizado. El estudio de 110 
casos de colecistitis aguda revelo que el 
periodo de preparacion preoperatorio 
fue por termino medio de 36 horas, exis- 
tiendo en general un lapso de 5.2 dias 
entre el comienzo de la enfermedad y el 
del periodo de la hospitalizacion. Las 
complicaciones de mayor importancia en 
las colecistitis agudas son: la pulmonia, 


la atelectasia y las crisis cardio-vascu- 


lares. En esta serie de 110 casos la mor- 
talidad fue de 3.6 por ciento. La causa 
de la muerte en los cuatro casos que ter- 
minaron fatalmente se debio a la pul- 
monia, la trombosis de la arteria coro- 
naria, al embolismo pulmonar y a la 
peritonitis general con atelectasia. 


RESUME 


Pour traiter avec succés la cholécystite 
aigué et ses complications, et importe 
que le chirurgien soit experimenté, ha- 
bile et bien réfléchi. Les mesures a pren- 
dre doivent étre appropriées 4 chaque 
malade. Dans 110 cas de cholécystite 
aigué, la moyenne de la durée de prepa- 
ration pré-opératoire du malade fut 
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trente-six heures. Les complications 
post-opératoire de la cholécystite aigué 
sont la pneumonie, |’affaissement pulmo- 
naire (atelactase) et les troubles cardio- 
vasculaires. Dans ces 110 cas, lu morta- 
lité, fut de 3.6 pour cent. Il y eut quatre 
decés, un cas de pneumonie, un de throm- 
bose coronaire, un d’embole pulmonaire 
et un de péritonite genéralisée compli- 
quée d’atélectase. 


Bu sozn 


YyauHoe meyveHue OCTporo xoxenuCTHTa u 
ero OcloxHeHHH TpeOyeT MHOTO ONEITa co 


cropoHnt xupypra. JleveHue HanueHta 
cTpajawulero OCTPHM XON€IMCTHTOM HYKHO 
uHAuBuAyanusupoBaTs. IIpexonepatupuntt 
nepuog B 110 cny4aax ocTrporo xo1elucTuta 
paBHaIca B CpeAHeM 4HCIe TPuAWaTU-ceMH 
yacam. |muTembHOCTA OCTpow Oone3Hu JO 
rOCHuTaIM3ayHu paBHasach B cpefHem 5.2 
auamM. IlnepMoHuA, aTemeKTa3 u cepserHO- 
COCYAOIHHIA 3a00IeBAHUA OAM T1aBHEMA 
OCcIOKeHUAAMM TOCMe Onepaynuh. Cmept- 
HOCTh B 3TOH rpynne 110 cnry4aeB paBHa- 
zach 3.6 upoyentos. Ilpuamnamu cmeprtH B 
yeThIpex cly4asx OM: MHEBMOHUA, KOPO- 
HapHoi TpoM6o3, merouHadt  »MOOINA, A 
pa3IuTHH MepMMOHUT C JerOWHHIM aTeseK- 
Ta30M. 





RESERVATIONS 


Members of the International College of Surgeons and their friends 
who desire information as to hotel accommodations while attending the 
Fourth International Assembly in New York City, June 14-16, 1943, may 


write to 


International College of Surgeons 
Medical Arts Building 


57 W. 57th Street 
New York, N. Y. 


Telephone: Wickersham 2-0213 


It is also suggested that Fellows and Delegates arrange for their 


transportation through official channels. 
Address this office for information regarding technical and scientific 


exhibit space. 
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Treatment of Pelvic Dystocia in Cuba* 


Summary of Results in the Municipal Maternity in the 
Last Four Years (1934-37) 


J. RAMIREZ OLIVELLA, M.D., and J. ORTIZ PEREZ, M.D. 
HAVANA, CUBA 


Pinard and his followers laid down 

foundations for a new treatment of 
pelvic dystocia, discarding the forceful 
interventions and interruptions of preg- 
nancy, advising instead, according to 
each case, either hysterotomy or the re- 
moval of the obstacle by symphysiotomy. 
Professor EKusebio Hernandez attended 
at that time the Baudelocque Clinic in 
Paris and took active part in the revolu- 
tion that changed the obstetric proced- 
ures of that epoch. 

Upon his return to Cuba, he brought 
with him these new principles, and prac- 
ticed symphysiotomy not only at the 
University but in his private practice as 
well. His chair in the lecture room was 
always a focus of dissemination among 
the numerous groups of his pupils de- 
scribing new methods of solving diffi- 
culties of labor due to pelvic dispro- 
portions. 

Symphysiotomy was practiced in 
Cuba until 1923 by the so-called ‘‘open 
method’’ of Farabeuf, but from that 
year on, due to our efforts, the subcuta- 
neous method began to be used. We 
have, therefore, nearly fifteen years of 
experience in the practice of subcuta- 
neous symphysiotomies, and at this time, 
this is the only type of pelviotomy prac- 


if THE latter part of the last century, 


*Translated by T. Seydel Vaca, M.D., Philadelphia, 
Pa. 

(Translator’s Note: The printed pamphlet from which this 
translation was made shows exactly the numbers and percent- 
ages herein reported. There seems to be a slight discrepancy 
in the percentages as we figure them and also with the figures 
of the author at the beginning of this chapter. However, we 
do not feel. this is important enough to make any changes.) 
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ticed in Cuba. Regarding cesarean sec- 
tion, from the beginning limited among 
us to the cases of extreme pelvic defects, 
we may say that it was very rarely per- 
formed because the only method used 
was the classic cesarean section on the 
body of the uterus. Lately, the introduc- 
tion of the transperitoneal cesarean sec- 
tion on the segment, and its diversified 
technics, especially that of Marruz and 
Vilalta (peritoneal isolation), has en- 
larged the field of indications for hys- 
terotomy when the syndrome of cephal- 
opelvic defect is present, thereby bene- 
fitting the cases presenting extreme 
degrees of narrowing complicated by 
infection of the uterine contents. 


THE ATTITUDE OF THE CUBAN SCHOOL 
REGARDING PELVIC DYSTOCIA 


This attitude rests on three premises: 
(a) Cephalopelvic insufficiency; (b) in- 
frequency in Cuba of extreme pelvic 
defects, and (c) results obtained by sub- 
cutaneous symphysiotomy. 

(a) Cephalopelvic Insufficiency—We 
follow the physiologic aspects of the 
problem now accepted by all, but this 
was not true when our teacher Hernan- 
dez proclaimed that ‘‘it is easier for a 
soft and reducible head to go through a 
narrow pelvis than for a hard and bony 
one through a pelvis of normal dimen- 
sions.’’ 

We frequently note how spontaneous 
delivery takes place through a pelvis of 
light or moderate deficiency, with a live 
fetus at term, while, on the other hand, 
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in many cases where the pelvis is normal 
in its development and capacity, we may 
have a true picture of pelvic dystocia if 
the fetal head is large and irreducible 
or falls into a defective presentation 
(forehead, sinciput). 

Therefore, it is almost impossible to 
foretell the course of labor in light or 
moderate degrees of pelvic narrowness. 
In these cases it is necessary to wait for 
the several factors of uterine contrac- 
tility, rupture of the membranes, and 
time elapsed to enter into play against 
the volume of the head and the pelvic 
capacity, in order to measure the possi- 
bilities of a normal evolution of labor 
or its impossibility, giving rise to what 
we have functionally classified as the 
cephalopelvic insufficiency syndrome. 

(b) Infrequency in Cuba of Extreme 
Pelvic Defects—Taking into account 
the course we must follow before these 
defects, Hernandez divided the several 
types of pelves into those requiring ce- 
sarean section and those calling for 
symphysiotomy. He recommended ce- 
sarean section (giving up all hope of 
transpelvic delivery) when the pelvis 
was flat, with a useful diameter of 8 cm. 
or less, or when it was of the channel 
type of less than 9 em. The others, 
except, of course, those presenting a 
typical narrowness of large degree, he 
considered as proper subjects for sym- 
physiotomy. 

At the present moment we follow the 
same classification, but with a tendency 
to be a little more liberal in the use of 
cesarean section if there are other fac- 
tors, such as lack of elasticity of the 
soft parts, or a frankly over-lapping 
anterior parietal with a large fetus in 
a pelvis of 8 to 814 em. in diameter. 

Following these principles in the cir- 
cumstances above detailed, our statistics 
show a total of 192 symphysiotomies 
against 26 cesarean sections in the same 
period in the treatment of pelvic dys- 


tocia. This fact in itself is enough to 
demonstrate that in the matter of pelvic 
defects in Cuba, the predominant type is 
one of slight narrowness, with a good 
sacral curvature and a good diameter 
well above 8 cm., not taking into account 
that in at least one-third of the cases, 
symphysiotomy is practiced in pelves of 
normal shape and dimensions, but in 
which the cephalopelvic syndrome is due 
to fetal factors that will produce the 
same clinical picture and conditions of a 
skeletal defect. 

It will be easily understood, therefore, 
that extreme pelvic defects in Cuba be- 
ing rare, we have practiced only 26 ce- 
sarean sections in the same lapse of time 
in which we have performed 192 sym- 
physiotomies, not counting, of course, 
cases in which labor went through to a 
spontaneous termination. This is only 
one of the many points that character- 
ize our attitude regarding the treat- 
ment of this kind of dystocia, because 
in the type of pelvis calling for cesarean 


section there is nothing to be hoped for’ 


regarding labor through the pelvis, and 
all attempts at delivery will have a dis- 
astrous termination. It is unnecessary, 
therefore, to wait for signs of difficulty, 
as labor could not be completed and 
would serve only to aggravate the ma- 
ternal danger in the hysterotomy that 
would necessarily have to follow. 

Our cases of cesarean—diagnosed 
pelves, therefore, are allowed to enter 
into labor and to advance a few hours, 
only with the purpose of intervening at 
the proper time upon the lower segment 
while enlarged, but never with the in- 
tention of allowing the full development 
of all the factors that may impede or 
facilitate the intrapelvic progress of the 
fetus. 

To wait for evidence of sufficient prog- 
ress (and in order to be acceptable evi- 
dence it must be carried far enough) is 
permissible only in cases of pelves sel- 
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lective for symphysiotomy, where deliv- 
ery by the normal route seems possible 
and where we may not be faced later on 
by the necessity of having to perform a 
cesarean section on a patient who has 
been laboring for days or many hours 
after rupture of the membranes. 

If we take into account that sponta- 
neous labor takes place at least in 50 
per cent of the cases where narrowness 
of the pelvis is slight or moderate, that 
is, not less than 8 em. in diameter, under 
favorable circumstances of uterine con- 
traction, etc., due to judicious waiting, 
it will be understood why the propor- 
tion of our interventions for this type of 
dystocia is so small, amounting only to 
1.25 per cent for both cesarean sections 
and symphysiotomies combined, which 
are the only interventions practiced. On 
the other hand, in maternity cases in 
which the enlargement of the pelvis by 
surgical.means is not practiced, the num- 
ber of cesarean sections in the treatment 
of pelvic defects is always more than 2 
per cent. Furthermore, in spite of all 
that has been said before, physicians 
continue to employ forceps and even 
version to solve problems created by 
bone defects that come into evidence 
only after long hours of labor and rup- 
ture of the membranes, when any surgi- 


cal measure by the abdominal route is — 


risky for the mother. 

(c) Results Obtained by Subcutaneous 
Symphysiotomy.—The possibility of in- 
creasing (without any maternal risk) 
the capacity of the pelvic girdle, even 
if it is only by a few millimeters, is 
undoubtedly a great forward step in 
obstetric surgery. It is even more im- 
portant in countries like ours where, 
because of special conditions of race, 
climate and diet, the syndrome of ceph- 
alopelvic insufficiency takes place eight 
times out of nine in pelves showing only 
a very light degree of narrowness or 
are completely normal from the stand- 


point of shape and dimensions. We be- 
lieve this to be one of the reasons for the 
results obtained by the Cuban School. 

The fact that we often confront cases 
in which the disproportion is relative, 
and occasionaly septic uterine contents 
are present, has compelled us to study 
and apply all the means that may be re- 
quired for the solution of these prob- 
lems, by way of the pelvis instead of by 
abdominal surgical intervention. 

When confronting pelves requiring 
symphysiotomy, that is, those having a 
slight or moderate narrowness and 
presenting relative disproportion, our 
attitude is ‘‘watchful waiting and even- 
tually removal of the obstacle by sym- 
physiotomy.’’ 

Following this method, we devote 
much time and attention to each case, 
and we need, through the natural evolu- 
tion of labor, to study and estimate cor- 
rectly all the elements that bring it 
about, following each stage, and regulat- 
ing the uterine force, studying the prog- 
ress or lack of dilatation and engage- 
ment, avoiding as far as possible sepsis 
and maternal exhaustion or regulating 
the course of events so as to prevent 
fetal injury, in order to arrive at a spon- 
taneous labor after a reasonable expec- 
tation. This is done in case we should 
be compelled to enlarge the pelvis to 
accomplish delivery under the best cir- 
cumstances, that is, with a functionally 
capable uterus, with little injury to the 
mother and the fetus and everything else 
in good condition, from the standpoint 
of sepsis. 

Once the pelvic enlargement is accom- 
plished, we continue observing and di- 
recting as may be needed, the evolution 
of labor momentarily stopped by the 
pelvic obstacle, which symphysiotomy 
has already eliminated; very often we 
have to wait until dilatation is complete 
and presentation has been properly ac- 
complished through the several stages 
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of its mechanism, arriving finally at a 
successful delivery. We may find, more 
rarely, that. we must terminate labor 
by forceps, once the head is resting 
upon the perineal floor. For this reason 
we believe that in order to practice sym- 
physiotomy with success, we must have 
careful obstetric training. 

The most comprehensive surgical 
training that modern obstetrics requires 
of those who practice it, should not be 
acquired at the expense of purely ob- 
stetric principles, as it seems to us hap- 
pens in some clinics abroad. 

In our recent travels, we have ob- 
served that there are schools where the 
enthusiasm for brilliant abdominal tech- 
nies has relegated to a secondary place 
the study and appraisal of the purely 
obstetric resources, leading their fol- 
lowers to surgical solutions of certain 
problems that with little more devotion 
and better reasoning might have been 
solved otherwise, perhaps in a more 
modest way, but with better results. In 
this connection, only a few weeks ago, 
we heard Professor Couvelaire complain 
of the mediocre results at present ob- 
tained from the different technics of 
cesarean section in cases in which the 
ordinary conditions of a few hours of 
labor, recently ruptured membranes, 
etc., were lacking, and we have heard 
him advise that cesarean section should 
not be converted into the ‘‘cream puff’’ 
of obstetrics. 

However, the purely obstetric course 
is difficult to follow through long hours, 
perhaps nights, of waiting and careful 
study of the phenomena of pregnancy 
and labor. Besides, obstetric practice 
frequently requires unlimited time 
which, in the complex life of our big 
cities, is not at the disposal of the ob- 
stetrician, and rapid solutions must be 
found. These circumstances are perhaps 
the worst enemies of symphysiotomy at 
present. 


We feel, therefore, very well satisfied 
with the results obtained in our work, 
upon which the present report is based 
and justified. 


TasBLE I.—ReESULTS OF THE TREATMENT 
or Petvic Dystocta IN THE MUNICIPAL 
Maternity or Cua (1934-37) 














Labors 16,775 
Symphysiotomies : 192 (1.1%) 
Cesarean Sections 26 (0.15%) 
Total Interventions 218 (1.25%) 
Cesarean Sections 26 

Maternal Mortality 0 

Gross Fetal Mortality 2 

True Fetal Mortality 0 
Technics Employed 

Classic 6 

Transperitoneal upon the segment 15 

Marruz-Vilalta 5 








All the cases in which cesarean section 
was performed were dismissed in perfect 
condition in thirty days or less, with the 
exception of three that remained longer 
on account of suppuration of the abdom- 
inal wound which eventually healed nor- 
mally in all of them. No other maternal 
complications occurred in the post-oper- 
ative course of our hysterotomies. 

There were two fetal deaths. The first 
patient, in a former delivery treated by 
symphysiotomy, had yielded a dead 
fetus and again, after cesarean section 
(Marruz-Vilalta technic), was delivered 


. of a dead fetus, which probably was the 


ease before intervention. In the other 
patient the fetus died from congenital 
anomalies incompatible with life. 


Taste IJ.—Sympuysiotomres 1n 16,699 








DELIVERIES 
Symphysiotomies 192 (1.1%) 
Maternal mortality 3 
Maternal morbidity 3 
Gross fetal mortality 19 (9.9%) 
Fetal mortality 10 (5.1%) 





CASE REPORTS 


Maternal Mortality.—Case No. 28224. Mul- 
tipara. Dilatation of about the size of the 


eee 


eee ee 


A> ANDREI REE A NT ECON Rese 


ERO SERS 


iI CRS 2 RET 


oC &. = & a bee OP ki cee ce sk ets 








Aah SR 2 RANE ETON SME SI 


J. RAMIREZ OLIVELLA AND J. ORTIZ PEREZ 17 


palm of the hand. Symphysiotomy. Local 
anesthesia with percaine. Live fetus expelled 
15 minutes later. A few minutes after deliv- 
ery the patient became unconscious and died. 
Autopsy revealed acute dilatation of the 
heart. 


Case No. 32496. Primipara. Entered hos- 
pital after considerable intervention outside, 
with dilatation of about the size of a silver 
dollar; membranes sound. Symphysiotomy 
performed, with complete dilatation. There 
was a bad odor from the amniotic fluid and an 
hour later a live fetus was expelled. Great 
fetidness. Normal delivery. Repair of episi- 
otomy. Left delivery room with temperature 
of 39.15° C. and pulse rate of 140. Death 
resulted from puerperal septicemia twenty 
days later. No localization in the symphysis 
or genital tract could be discovered. 


Case No. 32719. Primipara. Entered with 
a dilatation the size of half a dollar. Healthy 
membranes ruptured during examination. 
Complete dilatation twelve hours later. Am- 
niotic liquid fetid and contaminated with 
meconium. Symphysiotomy performed. Live 
fetus expelled one hour later. Normal deliv- 
ery. Episiotomy repaired. Twenty-four hours 
after rupture of membranes temperature rose 
to 39° C. and pulse rate to 110. The next 
day the temperature was 41° C., pulse rate 
130. Patient died on the 13th day from puer- 
peral septicemia. No localized infection. 


Maternal Morbidity —Case No. 13662. One 
previous labor with the use of forceps; dead 
fetus. Second labor, symphsiotomy with com- 
plete dilatation. Application of forceps five 
hours later with easy extraction of a live 
fetus. Tear of the anterior commissure. In- 
continence of urine. Phlebitis followed. Pa- 
tient dismissed four months later with child, 
still suffering from incontinence. 


Case No. 29613. Primipara. Symphysi- 
otomy performed with dilatation of about 
the size of the palm of the hand. Live fetus 
expelled one hour later. Interpubic suppura- 
tion. Dismissed completely recovered on the 
56th day. 


Case 32513. Multipara. Complete dilata- 
tion. Symphysiotomy performed, with expul- 
sion of live fetus a few moments later. Inter- 


pubic abscess; healed later. Dismissed ‘in 


good condition on the 40th day. 


Symphysiotomies with Fetal Mortality.— 
Case No. 11513. Primipara. Twenty-three 
years old. Forceps applied at home. Entered 
hospital and symphysiotomy performed with 
complete dilatation. One-half hour later ex- 
pelled dead fetus. 


Case No. 11991. One previous labor with 
dead fetus. Symphysiotomy with complete 
dilatation. A few minutes later fetus ex- 
pelled but could not be revived. Shortly be- 
fore delivery, fetal heart sounds appeared 
normal. No Wassermann. 


Case No. 13053. Primipara. Complete di- 
latation. Symphysiotomy performed. Two 
hours later, forceps applied and withdrawn 
when internal rotation was accomplished; 
then the head returned to the transverse posi- 
tion. New application of forceps to rotate 
head. Four hours later, and seven hours after 
symphysiotomy, a dead fetus was expelled 
by abdominal manipulation. 

Case No. 14500. Multipara. Three previous 
easy labors with dead fetuses. Two abortions. 
No living offspring. Symphysiotomy per- 
formed with complete dilatation. A fetus was 
expelled one and one-haf hours later suffer- 
ing from respiratory difficulty and died. 


Case No. 14766. Primipara; thirty years 
old. Dilatation about the size of the palm of 
the hand after fourteen hours; symphysi- 
otomy. Signs of danger to fetus prompted 
extraction by Delestre forceps. Dead fetus. 

Case No. 17036. Primipara. Dilatation 
about the size of a silver dollar. Thirty nine 
hours of labor. Symphysiotomy performed. 
Expulsion of dead fetus one hour later. 

Case No. 19011. Primipara. Sixty-one 
hours of labor. Dilatation about the size of 
a silver dollar. Rupture of the membranes in 
early stage. Extraction, ten and one-half 
hours later, by Delestre forceps, of nearly 
asphyxiated fetus that could not be revived. 


Case No: 20330. Multipara. Brow presen- 
tation.. Thirty-two hours of labor. Complete 
dilatation. Symphysiotomy performed. Ex- 
pulsion, fifteen minutes later, of a dead fetus. 

Case No. 20392. Twenty-seven hours of 
labor. Complete dilatation. Symphysiotomy 
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performed. Expulsion, thirty minutes later, 
of a dead fetus. 

Case No. 21215. Primipara. Forceps ap- 
plied at home. Symphysiotomy at hospital. 
Delivery five minutes later. Living fetus, 
died six days later from intracranial hemor- 
rhage. 

Case No. 21456. Primipara. Prolapse of 
the cord which did not pulsate. Complete di- 
latation and symphysiotomy. Expulsion, one- 
half hour later, of a dead fetus. 

Case No. 23593. Primipara. Symphysi- 
otomy and expulsion of dead fetus. Clinical 
history incomplete. 

Case No. 25017. Primipara. Complete di- 
latation. Six hours later dead fetus extracted 
by Delestre forceps. 

Case No. 26942. Primipara. Breech pre- 
sentation. Symphysiotomy with dilatation 
smaller than the palm of the hand. Dead 
fetus. 

Case No. 27969. Primipara. Breech pre- 
sentation; delivery of body; head impacted 
at superior strait. Walcher position; Cham- 
petier de Ribes maneuver; both failed. Sym- 
physiotomy performed. Dead fetus. 

Case No. 32311. Primipara. Dilatation of 
about the size of a silver dollar. Amniotic in- 
fection. Symphysiotomy followed by expul- 
sion, eighteen hours later, of a dead fetus. 
Wassermann 3--. 


Case No. 30071. Primipara. Complete di- 
latation. Symphysiotomy, and one hour later 
expulsion of a dead fetus (total duration of 
labor 48 hours). 


As may be seen, the three cases that 
mar our record of maternal mortality 
cannot be ascribed to pelvic enlargement 
by symphysiotomy, which brought about 
a normal evolution of labor. Case No. 
28224 was a sudden death, and autopsy 
revealed acute dilatation of the heart. 
In the other two cases (No. 32496 and 
No. 32719), intrapartum sepsis became 
general and caused death of the patients. 
No lesions were found in the pelves or 
genital organs. 


There are, therefore, cases in which 
death has occurred after symphysi- 
otomy, but in no way can the latter be 
blamed. 

Regarding the morbidity of our 
symphysiotomies, Case No. 13662 pre- 
sented a communicating anterior tear 
produced by the forceps. We insist, 
where it is necessary to employ forceps 
after symphysiotomy, that episiotomy 
must be performed before the introduc- 
tion of the first blade. The fulfillment of 
this requirement, and a careful extrac- 
tion, are complete guarantees against 
communicating tears in the few in- 
stances in which the forceps is used 
after symphysiotomy. This is the only 
case in our series. 

With respect to fetal mortality, there 
are some cases in which we can justly 
assert that there could not have been 
greater success with any other kind of 
treatment. Cases 11513, 21215 and 27969 
were subjected to forceful interventions 
before pelvic enlargement was accom- 
plished. The first two, by the application 
of forceps at their homes, and in the last 
one symphysiotomy was performed after 
failure of several attempts to release 
the head from the superior strait by the 
Champetier technic, aided by the posi- 
tion of Walcher. 

Case No. 32311 showed a positive 
Wassermann. Case No. 13053, evidently 
complicated by dystocia of muscular ori- 
gin, required two applications of the 
forceps, rather timorously performed, 
without accomplishing the extraction of 
the fetus which was expelled hours later 
by expression through the abdominal 
walls. This case was not properly at- 
tended. 

Case No. 14500 presented a history of 
three dead fetuses after easy labors. Not 
one child living. This is probably a case 
of active Lues. 

Case No. 14766, after fourteen hours 
of waiting, with dilatation about the size 


4 Sac 





@ teed feed Dm tt 


=> Mw ©2a S@t A — «As 


SRNR IE AI 


METS! 51 





J. RAMIREZ OLIVELLA AND J. ORTIZ PEREZ 19 


of the palm of the hand, and after evi- 
dence of intense fetal suffering, extrac- 
tion was performed at once. 

Case No. 19011, sixty-one hours of 
labor ended by extraction with forceps 
ten and one-half hours after symphysi- 
otomy. 

Case No. 21456 was that of pelvic dys- 
tocia complicated by prolapse of the 
cord, which did not pulsate. 

These cases of fetal mortality have 
nothing to do with the enlargement of 
the pelvis by symphysiotomy and must, 
therefore, in our opinion, be discarded. 


Tas.e ITI.—Mortarity Fottowine 











SyMPHYSIOTOMY 
Symphysiotomies 192 
Primipare 174 (70%) 
Fetal Mortality 7 (5.2%) 








Forceps were applied after symphysi- 
otomy in 9 out of 178 vertex and 8 brow 
presentations (4.8 per cent). 

There was spontaneous termination 
after symphysiotomy (discarding 6 
breech presentations) in°177, or 95 per 
cent. In 182 cases, or 90 per cent, delivery 
was accomplished within three hours 
after symphysiotomy. Ninety per cent 
of the cases of symphysiotomy were dis- 
missed in perfect condition within the 
following thirty days. 


TECHNIC OF SUBCUTANEOUS 
SYMPHYSIOTOMY 


Tincture of iodine is applied to the 
well-shaved pubic region. A general 
anesthetic of nitrous oxide is given. A 
soft catheter is then introduced into the 
bladder (Marruz-Vilalta), to empty it 
and permit palpation and deviation of 
the urethra during the operation. 

Two assistants support the thighs in 
obstetric position. With the middle and 
index fingers of the left hand introduced 
into the vagina, the urethra is pushed to 


one side and the superior border of the 
symphysis is located. With the point 
of a straight knife in the right hand, cut- 
ting edge downward, the skin and cellu- 
lar tissue are punctured at the level of 
the mid-symphysis, pushing until it 
strikes the bone or the articulation; 
without losing contact with it, the blade 
of the knife is pushed upwards, always 
with the cutting edge downward, until 
it reaches the highest point of the articu- 
lation, when it is pushed into it with 
slight lateral movements. The ordinary 
knife is then withdrawn, and through the 
same opening a blunt point knife is in- 
troduced, directing it toward the middle 
of the articulation, carrying it upwards 
without losing contact with the sym- 
physis until it falls into the small groove 
that has been prepared by the sharp 
knife upon the highest point of the artic- 
ulation. At this stage it is at times dif- 
ficult to follow exactly the path prepared 
by the first knife, but since we are using 
a knife, the point of which is not button- 
like but simply blunt, we can separate 
the tissues and open the way until we 
place it directly upon the symphysis. 
We begin now the downward cut. 
Sometimes it is difficult to find the inter- 
articular line and a few trials are nec- 
essary. There are other cases in which 
the symphysis is so hard and resistant 
that it seems as though we were cutting 
the true bone. During the cutting oper- 
ation, we have a sensation, as Cathala 
has said, like cutting through a granular 
substance. While the blade cuts down- 
ward, the handle of the knife goes up, 
and at the end of the operation it is 
almost resting upon the abdominal sur- 
face. The fingers in the vagina follow 
the blunt point of the instrument in its 
descent, directing the attack upon the 
ligament (arcuatum) and at the same 
time we can appreciate the amount of 
separation obtained while the assistants 
supporting the thighs also help by grad- 
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ual and slow flexion and abduction to 
increase it to the required width under 
the surgeon’s direction. 

Very frequently it happens that after 
cutting the arcuatum no appreciable sep- 
aration is obtained; in these cases it is 
necessary to withdraw the knife, and 
turn its sharp edge upwards, to cut 
again the remaining fibres of the supe- 
rior ligament. Again, at other times, 
the knife has failed to cut the posterior 
ligament upon which we now turn in 
order to obtain the required separation. 
Lastly, we cut all the ligaments that are 
necessary to obtain (helped by flexion 
and abduction of the thighs) the re- 
quired separation, that is, about two 
fingers’ breadth (exceptionally, we may 
need three fingers’ breadth). 

If there is any loss of blood through 
the small skin incision it can easily be 
stopped by compression from inside or 
outside, or both, avoiding thereby the 
formation of a hematoma, which is a 
very rare occurrence in our practice. 

At the termination of labor a metal 
clip is placed on the skin wound. 


POST-OPERATIVE PROCEDURE 


Once the pelvic sufficiency is obtained, 
general anesthesia is stopped and all 
attention devoted to the evolution of 
labor which can now proceed after the 
bone obstacle has been removed. If at 
the time of intervention there was com- 
plete dilatation, very soon the uterine 
contractions will bring about internal 
rotation of the head now pressing 
against the musculo-aponeurotic layers 
that constitute the perineal floor. If, 
on the other hand, after symphysiotomy 
is performed, the cervical dilatation is 
not complete, it is necessary to wait for 
a while until the presenting part, after 
removal of the obstacle, may act as a 
factor in bringing about dilatation. 
Symphysiotomy before complete dilata- 
tion’ is extremely interesting. If the 


membranes have ruptured prematurely 
and the presenting part in its descent is 
detained at the upper part of the pelvic 
cavity, there being no pressing agent, 
dilatation will cease. In our practice, 
we have noted time and again that the 
mechanism of the effacement of the cer- 
vix, as well as the dilatation of the os, 
will occur automatically under the action 
of the longitudinal muscular fibres of 
the uterus, but only to the size of about 
a silver dollar (4 cm.). From there on, 
there is need, besides, of the action of 
what Varnier called the ‘‘dilator cone,’’ 
represented by the bag of waters, or in 
default of this, by the presenting part. 

We have observed frequently, when 
the membranes rupture prematurely, 
that the presenting part remains high 
and ceases to progress because of 
cephalopelvic insufficiency when dilata- 
tion reaches 3 or 4 em., and thereafter 
remains stationary no matter how good 
the muscular contractions of the uterus 
may be. If time is allowed to elapse in 
these circumstances, we will find also 
that by pressure above and circulatory 
stasis at the level of the external os, 
edema develops in these parts which, 
soft in the beginning, may become so 
hard later on by interstitial hemorrhages 
at this level, as to cause the well known 
rigidity of infiltration, which has been 
lately studied in detail by Cathala and 
in the etiology of which, as claimed by 
Wallich, though in a minor degree, sep- 
sis plays a part. . 

Symphysiotomy in these cases stops 
compression of the upper part of the 
cervix between the head and the pelvis, 
alleviating thereby circulatory stasis 
and its aftermath, edema, allowing the 
descent of the presenting part to exert 
its dilator action and improving the 
mechanism of uterine contractions by 
renewing the stimulus caused by cervi- 
cal excitation. We must not forget that 
pelvic dystocia is frequently the mother 
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of uterine dystocia, either entirely cer- 
vical from edema produced by pressure 
and circulatory stasis, or else by caus- 
ing anomalies in the contractions of the 
uterus due to the prolongation of labor 
and the lack of an exciting agent in the 
cervix. 

Once the pelvic obstacle has been re- 
moved we must let labor continue its 
natural evolution, just as in cases in 
which there has been no enlargement of 
the pelvis, and wait for the end of the 
period of dilatation, keeping an eye on 
the expulsive period later on. At this 
moment, it behooves the obstetrician to 
exert great care to avoid vestibular or 
anterior tears, which may happen as a 
serious complication of pelvic enlarge- 
ment, but which are, nevertheless, 
certainly avoidable if we take the pre- 
caution of, first, performing a good 
episiotomy when the perineum begins 
to bulge, and second, to join both knees 
of the patient with the thighs vertically 
placed at the moment of expulsion or 
extraction of the child. 

If we have to employ forceps, episi- 
otomy must be performed before the 
introduction of the first blade. 

In multiparae of many labors and in 
patients who have suffered extensive 
tears, badly healed, episiotomy is un- 
necessary because the perineum is extra- 
ordinarily enlarged and does not oppose 
the delivery of the fetus; but in primi- 
parae and, in general, in all patients who 
present a normal perineum (especially 
if there is increased resistance) it is ab- 
solutely necessary that the enlargement 
of the bony girdle of the pelvis be fol- 
lowed also by an enlargement of the soft 
tissues through episiotomy in order to 
avoid tears in the direction in which the 
bone support is missing. 

As may be seen, the procedure to be 
followed after symphysiotomy differs 
very little from the course required by 
normal labor where intervention has not 


- 


taken place. We must add, in confirma- 
tion of what Hernandez stated, that we 
have observed in the majority of in- 
stances, a complete accomplishment of 
internal rotation, except in those cases 
of large multiparae or very extensive 
episiotomies when delivery has taken 
place in one of the anterior oblique posi- 
tions. 

Following a small dressing upon the 
skin wound, the patient is placed in bed 
and given the ordinary after-labor care. 

If there is great pain in the sacro-iliac 
joints, it may be relieved by the use of a 
belt, or, better still, by folded sheets 
placed so as to give support to the hips. 

The patients we have operated on 
move in bed from the first few days and 
lift themselves often in order to have the 
hip wedges adjusted. 

The length of the period in bed de- 
pends upon the cicatrization of the 
perineum and also upon the improve- 
ment of the sacro-iliac pain. The latter, 
in some cases, is persistent and may 
compel the patient to stay in bed for 
three or four weeks after intervention, 
during which time we try, nevertheless, 
to have the patient move her legs. 

Some of the patients operated on walk 
with some difficulty at the beginning, but 
in a few days this trouble disappears. 


SUMMARY 


Pelvic dystocia in Cuba takes place 
eight out of nine times in pelves selec- 
tive for symphysiotomies. The proced- 
ure is cesarean section, when indicated; 
otherwise symphysiotomy is performed 
in all other cases. Very satisfactory re- 
sults are obtained from this course of 
treatment. Forceps and version are not 
resorted to in Cuba in the treatment of 
pelvic dystocia. Our technic of subcu- 
taneous symphysiotomy fills all the re- 
quirements of safety and simplicity 
desirable for this kind of intervention. 
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The clinics that do not practice pelvic 
enlargement are compelled to increase 
the number of their cesarean sections, 
operating on many cases which other- 
wise would have progressed to a spon- 
taneous solution. They, therefore, can- 
not avoid many forceful interventions 
(forceps, version, craniotomy). 


SUMARIO 


En Cuba las distocias oseas se pre- 
sentan, en ocho de nueve casos, en pel- 
vices que responden a la sinfisiotomia. 
La operacion cesarea se practica sola- 
mente en los casos que es indicada; de lo 
contrario, se usa la sinfisiotomia. Los 
resultados con esta norma de tratami- 
ento han sido muy satisfactorios. En 
Cuba no se usa el forceps ni la version 
en el tratamiento de las distocias oseas. 
Nuestra tecnica operatoria de sinfisi- 
otomia subcutanea llena todos los re- 
quisitos de simplicidad y seguridad 
deseables enesta clase de intervencion 
quirurgica. Las clinicas que no practi- 
can el ensanchamiento de la pelvis cu- 
ando lo es indicado se ven obligadas por 
necesidad a recurrir a la operacion 
cesarea o las intervenciones (forceps y, 
version) cuyo corolario con frecuencia 
es la basiotripsia. 


RESUME 


La dystocie pelvique 4 Cuba a lieu 
dans huit de neuf cas choisis pour sym- 
physiotomie. Quand |’indication, existe, 


la section césarienne est l’opération de 
choix; dans tous les autres cas, on aura 
recours a la symphysiotomie. Cette con- 
duite nous a obtenu des résultats trés 
satisfaisants. A Cuba on n’a pas dans 
les cas de dystocie pelvique, recours aux 
forceps on a la version. Notre technique 
de symphysiotomie sous-cutanée offre 
tous les desiderata de sireté et de sim- 
plicité. Les cliniques qui ne pratiquent 
pas l’agrandissement du pelvis forcé- 
ment augmentent le nombre de leurs 
sections ovariennes, opérant ainsi dans 
beaucoup de cas qui terminerarent spon- 
tanément et aussi ont bien souvent re- 
cours 4 des interventions forcées (for- 
ceps, version et 4 leur frequent corol- 
laire—basiotripsy. 


BuBoazH 


B Ky6e taxentie pox 10 npwiMHe Tasa 
IIpOHCXOAAT BOCeEM pa3 M3 AeBATH CIyIaeB 
u36paHHoh cumM@usuotomun. 3,ech mpa- 
BUIbHaA Wpouexypa pH MOKa3aHuAx 93TO 
KecapcKoe ceyeHue, wHaye JelaeTcCaA CHM- 
uU3SHTOMHA. DOTOT MeTOA AaeT BeCbMa yJO- 
BI€TBOpUTeIbHEIe pe3syrbtaTH. lung 
Bepcua He ynotpeOsswtTca. Haura texHuKa 
oTBeyaeT BCeEM TpeGOBaHHAM HeECIOKHOK HW 
GesonacHohH onepanuu. Kannuxku, B KOTO- 
PHX He 1pakTHKyWT yBeruyeHHe Pa3sMepOB 
Ta3a, OOA3AHHEI yBeEIMYMBaTh YHMCIO Keca~ 
POBCKHX Je1eHHH, Mpou3sBOAA ONepanun B 
cry¥aax, KOTOPbie-OH OITh MOET paspe- 
IIMIHCb-ObI CIOHTAHHO, HM NOITOMY JOIKHH 
mpuOeraTb K TaKHM HHTepBeHHAM, Kak 
HalowkeHue UMNNOB, BepCHaA HM UX YacTet 
cOnyTHAxX — Oa3HoTpuncHaA, 
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Cirugia Gastrica * 
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SUMMARY 


The various surgical procedures 
in the treatment of gastroduodenal 
ulcers are discussed. Gastrectomy 
(Pélya type) is recommended as the 
method of choice, and the reasons 
for this preference are given on a 
physiopathologic basis. 











a discusién las indicaciones de la 

gastro-enteroanastomosis y la gas- 
trectomia; a pesar de las estadisticas 
presentadas por cirujanos de todos los 
paises, las indicaciones de una y otra 
siguen sujetas a preferencias de escuela 
o0 a simpatias personales. 

La gastro-enterostomia gracias a los 
primeros resultados verdaderamente 
sorprendentes y quizds a la falta de ob- 
servacion por largo tiempo de los en- 
fermos, sus indicaciones se fueron am- 
pliando y se alejé de la primera para la 
que fué creada: la extenosis pildrica, 
asi es como podemos observar en diver- 
sos tratados que se aconseja la anasto- 
mosis para las mas variadas lesiones y 
los mas diversos sindromes giastricos; 
los que a la luz de las estadisticas, de 
los estudios clinicos y de los radiolégicos 
‘proseguidos al cabo de los afios en en- 
fermos operados, se ha comprobado no 


EF: LA cirugia gastrica es problema 





* Presented at the Third International Assembly of 
the International College of Surgeons held in Mex- 
ico City, August, 1941. 
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sdlo su falta de utilidad terapéutica, sino 
tambien su nocividad. 

Los estudios de fisiopatologia han 
descartado terminantemente las primi- 
tivas indicaciones de la operacién; co- 
mo por ejemplo: en la hiperclorhidria 
rebelde, en la gastrosucorrea, en las dis- 
pepsias, en los diversos sindromes 
piléricos por Ulcera gistrica o duodenal 
sin tomar en cuenta la localizacién pre- 
cisa de la tilcera, ni sus caracteres clini- 
cos y anatémicos. 

La gastro-enteroanastomosis es opera- 
cidn que sdlo obra restableciendo la 
en la extenosis pilérica por tlcera del 
piloro cicatrizada, puesto que es opera- 
cidn que solo obra restableciendo la 
evacuaciOn normal del estémago. En- 
cuentra menor indicacién en los sin- 
dromes piléricos por lesién ulcerosa en 
evolucién pues en éllos las estadisticas 
nos demuestran, que salvo aquellos 
casos en que el tratamiento médico aso- 
ciado ha podido cicatrizar la tlcera, los 
peligros de las complicaciones (hemo- 
rragia, perforacion, cancerizacion, etc.), 
siguen existentes y atin agravados por 
los fendmenos de circulo vicioso; de 
evacuacion simulténea por la boca anas- 
témica y la via natural o por el reflejo 
duodenal que si bien abate la acidez, 
especialmente del acido clorhidrico libre 
predispone en cambio, al decir de las 
estadisticas, a la cancerizacién de la 
filcera. En relacién con el abatimiento 
de la acidez libre, causa muy frecuente- 
mente invocada si né para la produccién 
de la tilecera, si para su persistencia, los 








estudios y las estadisticas mas recientes 
son tambien poco demostrativos de la 
utilidad de la operacién: para Lewisohn 
la baja de la acidez es de sdlo 3 por 
ciento. Opinién semejante expresan Von 
Haberer y Braithwaite en copiosas esta- 
disticas. Moynihan insistia sobre el ni- 
mero considerable de cAnceres descarro- 
llados sobre viejas tleceras operadas por 
gastro-enterostomia a pesar del buen 
funcionamiento de la boca anastomotica. 
Los trabajos de Anatomia Patolégica de 
Orator llevados a cabo sobre 170 piezas 
de resecciones, secundarias a la gastro- 
enterostomia encuentra que hay trans- 
formacion maligna en 2 por ciento de los 
casos para el fundus y de 30 por ciento 
para las Ulceras prepil6ricas. Quizés 
como deciamos la falta de observacién 
durante varios anos de los enfermos 
gastro-enterotomizados ha hecho a algu- 
nos cirujanos guardar fidelidad a esta 
operacién en los casos arriba menciona- 
dos; pero para todos, es de practica cor- 
riente asistir a enfermos gastricos con 
rica sintomatologia a los que afios antes 
se les habia operado de anastomosis. 
Las gastroscopias sucesivas practica- 
das a estos enfermos, nos han demostra- 
do la persistencia de su estado ulceroso 
y atin las alteraciones gastricas en las 
proximidades de la, boca anastomatica, 
(edema, rigidés, enrojecimiento y seque- 
dad de la mucosa) por esto habria que 
pensar con Gutmann que la persistencia 
clinica y radioldgica, y agregamos noso- 
tros gastrocépica, parece justamente el 
mejor test de malignidad. Si a éstos 
enfermos se les sujeta al tratamiento 
sintomatico de practicarles una via de 
-evacuacién-gastrica con lo que si bien 
disminuyen sus molestias, porque el sin- 
drome pilérico se oculta; facil es com- 
prender el futuro de ellos. En tales casos 
la gastro-enterostomia hace las veces de 
tratamiento, paliativo que encubre el 
serio drama de un céncer en evolucién 
tidario de la gastro-enterostomia, con- 
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fiesa en 187 operados 4 han tenido poste- 
y pues la cirugia moderna trata de de- 
finir las causas para suprimirlas, huy- 
endo de los tratamientos que ocultan la 
realidad del proceso patolégico deberia 
ser proscrita toda operacién que sdlo 
llenare un desideratun parcial, sintoméa- 
tico o mecanico, atin corrigiendo la 
manifestacién pilérica, pero sin quitar 
la causa intrinseca del proceso. 


La _ gastro-enteroanastomosis igual- 
mente ha sido aplicada en la terapéutica 
de las tileeras duodenales (atin—cuando 
actualmente se consideran comprendidas 
dentro de un solo sindrome la tlcera 
gastrica y la duodenal, Ilamandose la 
enfermedad ulcerosa, por tener pato- 
genia, fisiopatologia, sintomatologia y 
evolucién comunes y atin por la frecuente 
coexistencia de ambas); en cualquier 
forma, la predileccién que los cirujanos 
han tenido para ella, nos induce a medi- 
tar que si bien su indicacién precisa 
sigue siendo la misma: la estenosis 
pilérica que nos obliga a abrir una via de 
derivacién; en cambio el sdlo hecho de 
disminuir el paso del contenido gastrico 
o atin suprimirlo por el duodeno, pon- 
dra en reposo el 6rgano y en condiciones 
mejores de reducir la infeccién y por 
ende en vias de recuperar su fisiologia 
normal. Estas son quizis las razones 
por que nuestras estadisticas mejoran 
tratandose de tlcera duodenal no com- 
plicada (hemorragia, perforaci6n, pe- 
riduodenitis, lesién angiovesicular, ete.). 


En cuanto a las estadisticas extran- 
jeras las mas de éllas parecen ser muy 
favorables, atin cuando algunas no hacen 
referencia a observaciOn por varios afos 
de sus enfermos. En tileeras duodenales 
no complicadas Galpern sobre 524 en- 
fermos seguidos por uno a tres afios en- 
cuentra 67.2 por ciento de buenos resulta- 
dos, 19.9 por ciento mejorados y '21.9:por 
ciento de resultados muy mediocres o 
malos. Una primera estadistica de la 
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clinica Mayo daba curaciones en 90 por 
ciento sin indicar duracién de vigilancia 
de los enfermos en mas recientes esta- 
disticas no se muestra tan optimista. 

Savikoff da un promedio de 74 por 
ciento de éxitos. Florkcenda 55 por ciento. 
Ohly se muestra menos satisfecho, pues 
la curaci6én sobrevino en sus enfermos en 
38.8 por ciento. Junernann da 48.8 por 
ciento. En cambio Hartmann, gran par- 
riormente a la operaci6on cancer gastrico ; 
en un nimero semejante de operaciones 
hematemesis muy graves han sido ob- 
servadas en cuatro casos mas. Rossi y 
Scealoni dan como curaciones definitivas 
55 por ciento y como fracasos que han 
necesitado volver a intervenir 9 por ci- 
ento. Para Sauerbruch las curaciones son 
de 25 por ciento. La altima estadistica 
ofrecida por Moynihan a la ciencia 
médica hacia descender curaciones a 45 
por ciento y todos ellos estan de acuerdo 
en que las mejorias se sostienen a favor 
de un prolongado tratamiento dietético y 
médico y que cualquier abandono de 
éstos hace reaparecer los trastornos y 
atin requieren nuevas intervenciones. 

En la _ gastro-anastomosis, en las 
filceras del duodeno no complicadas de 
hemorragia o de tendencia a la perfora- 
cién con nicho voluminoso, incrustado o 
no en los érganos vecinos, tlceras calcifi- 
cadas, trastornos de infiltracién periduo- 
denal o de la encrucijada hepatica; 
todos los cirujanos estan de acuerdo en 
proscribirla puesto que no siendo ulcera 
simple y teniendo lesiones sobre las 
cuales no operaré la derivacién y debido 
ala gravedad de las lesiones; casi, repe- 
timos, no hay cirujano que siga siendo 
fiel a la anastomosis si no es asociandola 
a otras operaciones (excisién, exclusién, 
etc.). 

La misma indicacién formal de la gas- 
tro-enteroanastomésis la estenosis del 
piloro va perdiendo campo en la cirugia 
moderna a favor de las pilorectomias o 
las piloroplastias. Si la causa de la es- 


tenosis es producida por tumor malig- 
no y éste es operable, la pilorectomia 
sigue siendo la regla de conducta; mas 
cuando el tumor maligno es inoperable, 
como paliativo es discutible la indica- 
cidn de la yeyunostomia. 


Por su poca mortalidad la gastro-en- 
terostomdsis (3 a 5 por ciento), facilidad 
de técnica y rapidez con que se puede 
ejecutar asi como por la facil anestesia 
que en ella se puede emplear (local), tiene 
su plena indicacién como operacién pre- 
via a la gastrectomia, a la exclusién, a la 
resecciOn, etc., en enfermos profunda- 
mente desnutridos en los que una inter- 
vencién mayor pudiera poner en peligro 
su vida; y como operacién paliativa que 
permita al enfermo alimentarse, mejo- 
rar su estado general y elevar su poten- 
cial energético. 


Las diversas gastrectomias si bien no 
estan exentas de criticas y graves incon- 
venientes, tienen en cambio la enorme 
ventaja de ser operaciones que llevan 
como mira la curacién del proceso pato- 
l6gico por la extirpacién de la lesién, la 
modificacién del quimismo gistrico y la 
recuperaciOn quinética del érgano, lo 
que le llevara a su reintegracion fisiolé- 
gica; no desconocemos los peligros de 
las ilceras recidivantes atin en la misma 
boca anastomotica de las tileeras pépti- 
cas siempre menos frecuentes mientras 
ma alta sea la reseccién gastrica; si la 
técnica y el post operatorio pueden ser 
un poco mas laboriosos, ello depende de 
saber legir el procedimiento operato- 
rio y la tactica pre y post quirurgica. 
Queda para nosotros como procedimien- 
to de eleccién en las fileceras gastro- 
duodenales la gastrectomia con la téc- 
nica que desde hace afio usamos y que 
nos ha permitido abatir la mortalidad a 
cifras tan bajas como las de la gastro- 
enterostomia, con la ventaja de lograr 
curaciones estables en enfermos segui- 
dos por mas de cinco aiios. 
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SUMARIO 
KE] autor después de pasar en revista 
diversas estadisticas personales y age- 
nas asi como de hacer la critica de los 
diversos procedimientos quirirgicos em- 
pleados para el tratamiento de las tlce- 
ras gastro duodenales y en especial de la 
gastro-entero-anastomosis y su funda- 
mento fisio-patolégico y de los resulta- 
dos lejanos obtenidos con élla. Final- 
mente se pronuncia per la gastrectomia 
como procedimiento de eleccién e igual- 
mente de las bases fisio-patol6gicas en 
que apoya su preferencia. Acompaifia su 
trabajo con una pelicula de gastrectomia 
hecha por el procedimiento Polya II Asa 
Larga. 
RESUME 
L’auteur aprés avoir passé en revue 
divetrses satistiques personelle et d’au- 


tres et ayant fait la critique des divers 
procédés chirurgicaux employés par le 
traitement des ulcéres gastroduodenaux 
et specialement la gastroenterostomose 
et sa base physio-patologique ainsi 
comme les résultats lointains obtenues 
par elle-méme. Se prononce finalement 
pour la gastrectomie comme procédé de 
choix et donne également les bases phy- 
sio-patologiques que appuient cette pre- 
ference. Le travail est accompagné d’un 
film de gastrectomie par le procéde de 
Polya II Ase Long. 
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Nasal Mutilation in India and a New Rhinoplasty 


HENRY T. TAUBER-HRADSKY, M.D., PH.D. 
NEW YORK, NEW YORK 


N MY two journeys to India and Cey- 
I lon in the last 15 years, especially 

during my latest stay of over 16 
months in India proper, I had an excel- 
lent opportunity to study more than 50 
cases of the so-called Indian nasal muti- 
lation. 

I encountered these cases in the mod- 
ernized streets of cities and dusty paths 
of villages, in the vicinities of decaded 
huts and marble palaces as well. I 
treated them and saw them treated by 
native Indian surgeons in old fashioned 
country hospitals and in many well 
equipped modern institutions. I noticed 
the consequences of this hideous relic of 
the past among the Singhales and Tamil 
population in the flat damp seashores 
and in the mountainous, jungle covered 
central Ceylon. I noticed the desperate 
features in males and females in the 
northern and central parts of India, on 
the west coast in the Poona and Bombay 
districts, in the out-skirts of the arid 
Rajputana territory, in the very heart of 
the mountain fortress of Sirohi state, 
the mysterious plateau of the Narvalli 
range at the famous Mt. Abu. 


I also found cases widespread among 
the people of the chivalrous Jodhpur 
state where it is so frequent that it con- 
tributes the most dominating plastic sur- 
gical material for the hospitals in the 
cities of Jodhpur, Jaipur and Udaipur, 
but I also saw many cases in the streets 
of the vast capital of India, Delhi, and in 
the old pilgrim town of Benares, in many 
villages and cities of Ganges valley and, 
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last but not least, in Calcutta, on the 
ghats of the revengeful goddess Kali. 


I am sure that in all India there are 
more than 5,000 people mutilated, bereft 
of the most conspicuous part of the face, 
and if the attentive medical man does not 
see all of those unfortunate creatures, it 
is because more than half of them are 
women, who conceal their mutilation be- 
hind their purdah veils and because in 
some districts the dead mens’ noses are 
already covered with flaps of skin. One 
is at first puzzled when met with such a 
horrible willful destruction of the coun- 
tenance in a land of the meek, compas- 
sionate Buddha and Mahadeva and of 
the most merciful Allah, especially in the 
country of a non-violence preaching 
Gandhi. However, from a historic point 
of view, it is quite natural that the 
juridical custom of nasal and similar 
ostentative body mutilations, which were 
so common under the rules of barbaric 
and semi-barbaric conquerors and 
usurpers of the vast realms of India, had 
its roots in the primitive, rude mentali- 
ties of the belligerent Mongoloid in- 
vaders. 


The average man in India, and also in 
other parts of the Asiatic continent, is 
in his habits, in the bad as well as the 
good ones, an extremely conservative 
creature. The ethical and esthetic ideas 
of higher cultured individuals can rarely 
interfere with the mentality of the 
masses, and when we take into account 
the elementary, revengeful accessorial 
qualities of the lesser divinities of the 
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Hindu religion and the fanatic fatalism 
of the old Moslem creed, the explanation 
of cases of lynch law or official punish- 
ment is much easier. 

As already mentioned, the evil of mu- 
tilation is a relic of previous centuries, 
where the nose-cuts, ear-cuts and mutila- 
tion of sexual organs, etc., in the occiden- 
tal and oriental countries, but especially 
in India, were officially established as a 
current punishment and were commonly 
practised. Moreover, mutilations were 
not looked upon as entirely inhuman, as 
the life and the personal freedom were 
left undisturbed. The purpose of such in- 
flicted punishments was aimed more for 
their depressive, psychologic effects. 
Made miserable by spiritual tortures, 
connected with a mutilated face deprived 
of its most conspicuous part, the victim 
was condemned to live amongst his fel- 
lowmen until his death with features 
which were quite significant in their 
meaning. Besides, when such mutilation 
was inflicted on a young individual, it 
caused a decidedly asexual effect. No 
other mutilation of the body could equal it. 

The nose, in the opinion of the ancients 
as well as modern society, is the deter- 
mining point of an individual’s external 
character, an ornament in women and 
besides this the expression of vigor and 
spiritual power in man. The war prison- 
ers were mutilated by their victors in 
large numbers, an act capable of influenc- 
ing the moral level of both sides in oppo- 
site directions. If we go back to those 
ancient times when the moral and phys- 
ical sensitiveness in men and women 
was less than today, when instead of 
moving a person’s pity for the unfortu- 
nate victim and with detestation toward 
the mutilator, a crippled one became a 
target for ridicule and malicious satis- 
faction, we might better understand the 
origin of Indian nasal multilations. In 
those times such official public punish- 
ments promoted respect for law and law 


makers, with admiration for the stronger 
one. From this fact, again, we can under- 
stand the universality and the fashion of 
such punishment. 

As already mentioned, one has to con- 
sider that such ‘‘amputation’’ of the 
nose was practised during the entire 
Middle Ages, and in the early modern 
times, even in Christian Europe, as a 
personal revenge in private life and as a 
stigma by those contemporary juridical 
codes. This was the case in Italy, where 
it gave an impetus to the plastic repair 
done by Brocca, developed eventually by 
the famous Tagliacocci into a whole sci- 
entific surgical procedure. 

The famous astronomer, Tycho De 
Brahe, lost his nose in a scuffle, and I saw 
very distinctly in his sculptured face in 
Prague’s Teyn Church on his marble 
sarcofag the artificial prothesis he used 
to wear. 

The married man in India, who be- 
comes suspicious of the faithfulness of 
his wife, feels himself more or less justi- 
fied by tradition in inflicting an everlast- 
ing stigma upon her face. Such cases are 
very frequent, especially in the northern 
part of India. I had the rare opportunity 
to see several cases just a few hours af- 
ter such an ‘‘operation.’’ In Mt. Abu’s 
Adams Memorial Hospital I photo- 
graphed the victim of a husband’s 
jealousy (Fig. 1). The patient was a 20- 
year-old wife of a laborer residing not 
very far from the world famous Delvara 
Marble Temple. Her husband, a Bhil 
man of the dark Dravidic tribe spread 
all over Central India, cut off her nose 
and the upper lip, being assisted by some 
friends who held down the shrieking vic- 
tim. He used a heavy jungle knife for 
his grotesque action, an implement usu- 
ally necessary for cutting bamboo sticks 
in the surrounding jungles. 

Further information revealed that the 
horrible mutilation was performed in a 
few seconds. The victim was surprised 
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Fig. 1. 


Mutilation of nose and upper lip. 


at about four o’clock in the morning as 
she slept on the floor of her hut. The 
‘‘corpus delicti,’’? the parts of the nose 
and the whole upper lip, was found by 
the policeman on the roof of the neigh- 
bor’s house, and was presented to me in 
arag. All the soft parts of the nose were 
completely cut off. The skin in the vicin- 
ity of both sides of the cheek was de- 
nuded in all layers deep into the sub- 
cutaneous tissue. The whole apertura 
piriformis, the cartilaginous septum in 
cross-section, was visible and so were the 
conche inferiores and mediw. The up- 
per lip was lost almost completely, only 
two short flaps hanging loosely down on 
both corners of the mouth. The hemor- 
rhage was small but became abundant 
after the surgical cleansing. 

I was requested to attempt to suture 
back the cleansed end and pieces of nasal 
tissue submerged for half an hour in 
warm saline solution. As I expected, the 


third day after operation the fixed pieces 
sloughed and were removed. I think that 
even if I had had the opportunity to fix 
the amputated nose immediately after 
the damage had been done, not one patch 
of the tissue could have been saved, with 
the exception of the cartilages, which 
could have been stored under the skin to 
be used as framework in future rhino- 
plastic procedures. From various Indian 
stories we know that as soon as the whole 
nose of the victim was cut off it was 
thrown by the executioner into the fire. 
This additional performance was surely 
unnecessary. 

The devastating injury in the Bhil girl 
eventually healed per secundum. Other 
cases that I had the opportunity to see 
were more or less healed already or, to 
some extent, repaired by local surgeons. 
Such a combined nose and lip amputa- 
tion as I have just described, is not in- 
frequent. In other cases only a part of 
the soft nasal tissue is chopped off, leav- 
ing more or less large remnants of ale 
or the collumella. The lips in such cases 
are intact, a circumstance which facili- 
tates to a high degree the subsequent 
reconstructive procedures. 

During my stay in India and Ceylon, I 
rarely saw any damage done to the bony 
part of the nasal bridge, explained by 
the great resistance of nasal bones to the 
knife. 

It is remarkable in such mutilations to 
what extent the adjacent tissue areas be- 
come atrophic after complete healing has 
taken place. The subcutaneous fat be- 
comes partially resorbed during and af- 
ter the healing process, and the facial 
muscles connected with the fascia of the 
neighborhood of the nose retract. For 
that reason the fosse canini become 
deepened. Those morphologic changes 
must be borne in mind when reconstruc- 
tive surgery is to be undertaken. 

How was it with those often mentioned 
reconstructive operations performed in 
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the remote centuries by Indian sur- 
geons? In many of the modern textbooks 
on plastic surgery we find an artistic fac- 
simile reproduced, first published in the 
year 1798 in the old British Indian maga- 
zine Gazette De Madras. In this picture 
is a gravure of an Indian rhinoplasty, 
performed on a certain Cowasjee, a 
Mahratta, who lost his nose in addition 
to his hand in the services of the British 
Army in a war against the rebellious 
Sultan of Tippo. In a paragraph entitled 
‘‘A Singular Operation”’’ is written that 
such surgery has been practised ‘‘from 
time immemorial’’ in India. The picture 
itself shows the result of a subtotal 
rhinoplasty, after a typical Indian mu- 
tilation. Success is so complete that it 
hardly could be imitated by the most 
clever modern plastic surgeon. 


Although I do not wish to belittle the 
apparent skillfulness of the responsible 
Maharetta Surgeon of Kumar in the 
Poona district, and do not doubt the 
genuine origin of rhinoplasty in the re- 
motest times in India, I daresay that the 
painter of that accomplished rhinoplasty 
idealized the Master’s work to the high- 
est degree. We know that a rhinoplasty 
without an almost simultaneous added 
lining never leads to permanent esthetic 
or even physiologic results. I know that 
the construction of the lining was never 
practised in ancient India and at present 
is rarely done by Indian surgeons of the 
old school. The esthetic results achieved 
by those surgeons are the same as they 
were with European and American sur- 
geons when the importance of lining had 
not yet been recognized. 


In the previously mentioned clinical 
report we are told that the picture of the 
healed patient was painted by the artist 
ten months after the plastic operation. 
The nose already at that time must have 
had the clumsy shape of every other un- 
lined rhinoplastic repair. The painter, 


however, was apparently obliged to 
make a sensation worthy of imitation by 
Kuropean surgeons of an operation with 
his artistic and artificial contribution to 
the medical world at that time. 


During my stay in India, I saw such 
old-fashioned rhinoplasties without lin- 
ing many times and all of them had the 
same esthetic and physiologic disadvan- 
tage. They were too short and made the 
expression of the face ridiculous, and by 
the shrinkage of the nostrils hampered 
the nasal breathing. For many Indian 
patients with very modest esthetic de- 
mands, those repairs are sufficient. Af- 
ter all, the shrinked tissue covers the 
still more hideous nasal defect. The 
great advantage of such procedure lies 
in the short hospitalization of the patient 
and in the easy surgery which, in view 
of the bad climatic circumstances in In- 
dia, is a very desirable factor. I have 
used this classic Indian method as the 
first stage of my final rhinoplastic opera- 
tion to demonstrate to my Indian col- 
leagues the difference between the obso- 
lete procedure of such subtotal unlined 
rhinoplasty and the American combined 
technic. Later, I performed in such cases 
of previous reconstructions an accom- 
plished repair using the skin of those 
misshaped nasal substitutes for lining of 
the final reconstruction of the nose. 
Eventually, I developed my own technic 
which I afterwards practised in India 
with satisfactory results many times. 


It will be of some interest to know how 
mildly sentenced by the British Indian 
legislation are such criminal nose and lip 
amputations. If it had been shown that 
the husband was justified in his suspicion 
of the unfaithfulness of his wife, he was 
lucky enough to get only six months’ im- 
prisonment. Marriage in India since time 
immemorial is looked upon as sacred un- 
til death and, therefore, the unfaithful- 
ness of the wife is a great crime in the 
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eyes of everyone and she must be osten- 
tatively punished by the offended hus- 
band or his relatives. 


TECHNIC OF INDIAN RHINOPLASTY 


Not being influenced by the recent 
American rhinoplastic literature and 
without the previous knowledge of Koe- 
nig’s similar procedure (he used to pro- 
vide support and lining by two flaps from 
the forehead in partial rhinoplasties), I 
fashioned my own method directed by 
the following needs. 

Conditions of religious, cultural and 
economic nature in patients of British 
India, make it necessary to shorten the 
hospitalization and morbidity time of the 
patient as much as possible and, at the 
same time, to satisfy his modest esthetic 
and high ethical desires to the greatest 
possible extent. Sometimes the religious 
life and superstitious tradition interfere 
with the expectations of the surgeon. In 
an average Hindu from the highest to 
the lowest castes, the determination of 
the date on which the operation has to be 
performed depends on astrologic predic- 
tions. If the date is not favorable, 2.e., 
against his horoscopic prediction, the 
consent to the operation on the day 
chosen by the surgeon is in most cases 
refused. 

Every major operation as, for in- 
stance, the removal of cartilage from the 
rib to provide a better support for the 
bridge and tip, gives another psychologic 
shock to the Indian patient, which must 
be avoided. I operated on a woman in 
Jodhpur’s Purdah Hospital, who had a 
rather unsuccessful rhinoplasty per- 
formed by an Indian surgeon years 
earlier. She came to the hospital with a 
roughly shaped nose-like protuberance 
in her face, the nostrils being so narrow 
that she could scarcely breathe. I decided 
to make a better shaped nose with wide 
nostrils, using a rope flap from the 
arm. After the flap had been raised and 


shaped into a rope the patient remained 
in the hospital. The next day she com- 
plained that she expected an operation 
on her nose and not on her arm. We tried 
to explain that this was only a prelimi- 
nary procedure. The stitches were re- 
moved on the eighth day, after perfect 
healing. The patient left the hospital 
suddenly the following day and never 
returned. 

Being influenced by such leading mo- 
tives I eventually came to the conviction 
that subtotal rhinoplasty in India is to 
be done with better prospects when per- 
formed according to the old Indian 
method, improved, of course, by an addi- 


. tional lining and support, both provided 


from the skin of the forehead. The re- 
moval of a composed flap from the fore- 
head, 2.e., skin and bone tissues, is quite 
a taxing operation for a Hindu patient 
and, therefore, better avoided. An addi- 
tional costal operation for cartilage sup- 
port is not advisable in India for reasons 
already mentioned. 

Fortunately, my Indian patients, espe- 
cially the men, were all provided by na- 
ture with a high and broad forehead and 
with well developed bald patches in tem- 
poral regions (Fig. 2). Therefore, in 
most of my cases, I was able to take flaps 
from both sides of the forehead. I out- 
lined a flap on the right side of the fore- 
head in a calabas shaped design for sup- 
port and lining purposes. After a delay 
of 10 days, I shifted this primary flap 
down over the defect. After 12 or 14 
days its pedicle was cut and turned back 
to the forehead, the rest of the forehead 
defect being filled by free full thickness 
graft. 

Such an operation was approximately 
the classical ancient Indian rhinoplasty 
with the same ornamental effects. About 
four weeks after the operation the trans- 
plant shrunk into a plump skin-covered 
piece of tissue, hard in consistency, with 
a firm scarred under-surface (Fig. 3). 
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Fig. 2. Photograph before operation. 


Over this I made a wax model of the fu- 
ture nose, covered it with tin foil, and 
stretching the tin foil, I fashioned a flap 
somewhat larger on the left half of the 
forehead presenting all regional parts 
of nose-bridge, ale, tip and collumella. 
The collumella portion presented a strip 
of skin, one inch long and a quarter of an 
inch broad, being raised in the most 
lateral and distal temporal region. This 
strip was left attached at both ends. Af- 
ter a week’s delay of the collumella por- 
tion, I raised the area which was to build 
up the bridge, tip and ale of the final 
nose and separated the proximal end of 
the collumellar flap from the undersur- 
face. After another ten day delay I cut 
the pedicular part of the secondary flap, 
raising again at the same time both pre- 
viously delayed parts of the flap, but 
waiting another four or five days before 
separating the still attached distal end 
of the collumella portion. 





Photograph after operation, showing trans- 


Fig. 3. 
plant. 


After an elapse of another five days I 
eventually raised the entire flap and 
turned it downward to construct the 
nose (Fig. 4). For this purpose I pre- 
pared the first transplant to get a lining 
for the tip, ale and collumella, dividing 
the upper skin-covered surface into three 
skin flaps. The lateral two served for 
the lining of the ale, the medial one for 
the lining of the tip and collumella. The 
skin over the radix nase was partially 
removed, the margins of the still visible 
lower part of apertura pyriformis defect 
freshened up, both to be used as recipi- 
ent areas for the secondary flap. Thus 
the roof of the lower part of cavum nasi 
was formed in its upper portion by the 
scarred undersurface of the first trans- 
plant, the lower part formed the three 
flaps outlined with skin and only two 
narrow portions between those three 
flaps were of one layer, to be epitheli- 
alized from the neighborhood. In some 
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Fig. 4. Photograph taken five days after operation. 
Flap was raised and turned downward to construct 
nose. 


cases I delayed even those three lining 
flaps before the major surgery.. 
Usually, after two weeks, the raw sur- 
faces were in firm contact and the cutting 
and returning of the pedicle into the 
donor area were performed by using a 
full thickness graft to cover the balance 
of the forehead defect. If this operation 
was not done simultaneously with the 
major surgery then the final modeling of 
the nose was spared for a later period. 
The result of my technic after the usual 
swelling of transplanted tissue vanished, 
was a natural looking nose with a distinct 
tip, protruding ale and well adopted to 
the features of a Hindu face (Fig. 5). 
The lined, well-opened nostrils allowed 
full air passage. The whole rhinoplasty 
could be achieved in ten weeks’ time 
without a great strain on the patient. 
The results obtained by my technic were 
good, especially in those cases where the 





i 


Fig. 5. Photograph showing result of operation. 


nose repair already existed, performed 
by a local Indian technic (without lining) 
and where there was enough space on the 
forehead for the formation of the second- 
ary flap. 

The advantages of my technic are: 

1. Avoidance of a continuous or inter- 
rupted hospitalization longer than ten 
weeks. 

2. Omitting the costal cartilage opera- 
tion, abhorrent to an Indian patient. 

3. By careful delaying of all parts of 
the secondary flap, lessening the possi- 
bility of sloughing—a serious develop- 
ment for the pessimistic Indian patient 
and sometimes too optimistic surgeon. 


SUMMARY 


Nasal mutilation is a common act of 
revenge in many parts of British India 
since times immemorial. Plastic repair 
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was practiced thousands’ of years ago 
and up to the present time in a rather 
primitive way, without lining and with 
poor esthetic results, contrary to over- 
estimated reports of many text-books on 
plastic surgery. The author’s own 
method of rhinoplasty during his stay in 
India consisted of two stages, adjusted 
to the prevailing peculiarities of the mu- 
tilation, to the mentality of the Indian 
patient and to many other extrinsic fac- 
tors. The first stage consisted of raising 
one forehead flap and attaching it in 
such a way as to provide both a lining 
and a support for the soft parts of the 
nose. In the second stage, another fore- 
head flap was used to provide the outer 
cover and render the final shape of the 


nose. 
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SUMARIO 


La mutilacién nasal es un acto de ven- 
ganza muy comin y ampliamente espar- 
cido en muchas partes de la India 
Briténica desde tiempo inmemorial. 
‘‘Reparacién Plastica’’ fué practicada 
desde hace millares de afios y hasta el 
presente en una forma més o menos 
rustica, sin revestimiento de la mucosa y 
con resultados estéticos de mala calidad, 
contrario a los exagerados reportes de 
muchos textos de Cirujia Plastica. El 
método propio del autor durante su per- 
manencia en la India consistia en dos 


secciones ajustadas a las peculiaridades 
existentes de la mutilacién, a la mentali- 
dad del Indio y a otros muchos factores 
extrinsicos. La primera secci6n consistia 
en levantar un colgajo o flap y adherirlo 
de tal manera que proporcionara a la 
vez revestimiento de la mucosa y apoyo 
a la punta de la nariz. En la segunda 
parte o seccién, se usaba otro flap para 
proporcionar la cubierta exterior y dar 
la forma final a la nariz. 


RESUME 


Les mutilations nasales constituent un 
acte de vengeance assez commun dans de 
nombreuses régions des Indes Britan- 
niques depuis des temps immémoriaux. 
Des ‘‘réparations plastiques’’ ont été 
pratiquées depuis des milliers d’années 
d’une manitre primitive sans tapisserie 
intranasale et avec des résultats esthé- 
tiques peu satisfaisants, contrairement 
aux reports trop optimistes del livres de 
texte de chirurgie plastique. La méthode 
rhinoplastique de l’auteur pendant son 
séjour aux Indes consistait de deux 
opérations, dépendant des particularités 
de la mutilation, de la mentalité du pa- 
tient et de nombreux facteurs extérieurs. 
La premiere opération consistait en le- 
vant un lambeau frontale et en 1’attach- 
ant de facon a constituer en méme temps 
une tapisserie interne et un support pour 
les parties molles du nez. Pendant la 
deuxiéme opération, un second lambeau 
frontale était employé pour provoir une 
couverture extérieure et pour donner 
une forme définitive au nez. 


Bu BOA 


VWsypoqopanue Hoca, KaK akT MeCTH, 
mpakTuKoBaica HepeqKo B bputancKot 
VWiugzuu. Ilnacrnansia onepanuu, c Wer 
BOCTAHOBICHHA, MPOACIHBaIUCh CO BpeMeH 
rayO6oKkoi cTapoctu, KOHe4HO B rpy6oM BH- 
Ae W C MWAOXMUMM 9dSCTETHYeCCKUMU Pe3yILTA- 
TaMu, He CMOTPpA Ha MeTHHe OT3HBH BO 
MHOTMX yu4eOHHKax opTonezuu. Merog 
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aBTopa, BO BpeMA ero upeOnBaHua B VWH- 
uu, COCTOAI “3 AByx cTymeHeH. B nepsot 
BE KPpavBalCA NOCKyTOK C KOxXKu 10a, KOTO- 
pHi OH IpulluBar Tak, ¥TO-OH OOpa3s0BaTE 
mosgKiarkKy WU ONOpy AAA MATKUX TKaHell. 


Bropas crymeub cocTouT 43 BEIpe3sHBaHHA 
KOKHOH JOCKYTKH Jia POPMUPOBKH BHEI- 
Hero MOKpOBa M 3aKOHYeHHOH POpMH opra- 
Ha. 





ANNOUNCING THE FOURTH INTERNATIONAL ASSEMBLY OF THE 
INTERNATIONAL COLLEGE OF SURGEONS, IN CONJUNCTION WITH 
THE EIGHTH NATIONAL ASSEMBLY OF THE UNITED STATES 
CHAPTER, TO BE HELD AT THE WALDORF-ASTORIA HOTEL, 

NEW YORK CITY, JUNE 14 to 16, 1943. 


Pursuant with the basic principles, ob- 
jectives and ideals of the International 
College of Surgeons and in devotion to 
the war effort in defense of universal 
liberty, the International College of Sur- 
geons dedicates its Fourth International 
Scientific Assembly to the presentation 
and discussion of papers, round table 
discussions and demonstrations of war 
surgery and a rehabilitation program. 
This meeting will be held in conjunction 
with the Highth National Assembly of 
the United States Chapter of the Col- 
lege. 


The solidarity in principles and ide- 
ologies which happily bind the Nations 
of the Western Hemisphere in the com- 
mon effort and determination to main- 
tain their traditional freedom, affords 
exceptional opportunity to the Chapters 
and to the Fellows and Representatives 
of the International College of Surgeons 
in the Americas to participate in the As- 
sembly and its purposes. All Chapters 
of the United Nations have been invited 
to participate. 


On the occasion of this outstanding 
military program, with the latest lessons 
in war surgery and rehabilitation in 
post-war conditions, a most cordial in- 
vitation is herewith extended to the 
Chapters, to the Fellows and Repre- 
sentatives of the International College 
of Surgeons, to military personnel in the 
United Nations, and to the profession of 
the United States of America and 
Canada. 


It would be highly appreciated if the 
Fellows of your Chapter and the mili- 
tary personnel of your country would 
participate in the scientific program. 
Owing to the limited time at our dis- 
posal, titles of papers, demonstrations 
and round table discussions should be 
sent to the Chairman of the Program 
Committee, Dr. A. A. Berg, 10 East 73rd 
Street, New York, New York, by air mail 
or radiogram. 

Frep H. Ausez, M.D., President, 
INTERNATIONAL COLLEGE OF SURGEONS 


Tuomas A. SHatiow, President 


UNITED STATES CHAPTER OF THE 
INTERNATIONAL COLLEGE OR SURGEONS 








Surgery of Congenital Anomalies of the Female Genitalia 


JACOB SARNOFF, M.D., and STANLEY J. SARNOFF, M.D. 
BROOKLYN, NEW YORK 


CONGENITAL ABSENCE OF VAGINAL CANAL, UTERUS AND TUBES 


E ALL know that the female 
genital tract develops from two 


separate and distinct germinal 
structures called the Mullerian ducts. 
When the Mullerian ducts fail to develop 
there is a complete absence of the uterus, 
tubes and vagina, as exemplified by the 
case we are reporting here. Should the 
partition between the lowest part of the 
Mullerian ducts fail to absorb, there 
would be a double hymen; if the failure 
continued farther up, one would find a 
double vagina, and if still higher, a 
double uterine cavity with a partition be- 
tween them. Again, when the middle of 
the Mullerian ducts fails to fuse there 
would be a partial or complete double 
uterus, depending on the degree of the 
fusion. Should the upper ends of the 
Mullerian ducts fail to develop, one 
would encounter either a complete ab- 
sence of the tubes or only rudimentary 
tubes. 

The combination of possible malfor- 
mations is varied both as to the anatomic 
construction and the clinical manifesta- 
tions. One of the common anomalies that 
is most amenable to surgery is the imper- 
forate hymen. 

The symptom that is quite often the 
first guide to the malformation is the dis- 
turbance of menstruation. Should the 
catamenia have failed to appear at the 
age of puberty, and no related symptoms 
have occurred, one has to suspect some 
congenital abnormality, such as an in- 
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fantile uterus or an absence of the 


‘uterus, possibly even of the tubes and 


the vagina. When, however, the primi- 
tive amenorrhea is accompanied by the 
regular symptoms of menstruation, and 
even when these are aggravated, one 
must suspect some malformation of an 
obstructive nature, such as an imper- 
forate hymen, or atresia of the vagina or 
of the cervical canal. 

Some of the abnormalities may be cor- 
rected surgically, followed by a normal 
menstrual cycle, a normal sex life and 
prospective pregnancy. Other abnormal- 
ities are not amenable to surgical inter- 
vention, such as an infantile uterus or a 
complete absence of the vagina, which is 
generally accompanied by absence of the 
uterus and the tubes. In the latter case, 
one cannot expect much, except the pos- 
sibility of establishing a vaginal canal. 
This may be justifiable in serving to 
brighten the marital outlook of the in- 
dividual affected. 

The absence of the vagina may not be 
discovered until time for the menses, 
failing which, a cause for the amenia is 
sought. The patient and the parents then 
become anxious regarding the future. 
They may be resigned to the existing 
condition until the prospect of matri- 
mony presents itself, and the construc- 
tion of a vaginal canal is indicated. 

The related literature discusses the 
feasibility of the various procedures pro- 
posed. Most ‘authorities agree that graft- 
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Fig. 1. Showing absence of vagina. The external 
genitalia appear normal up to the region of the hy- 
men, behind which there is a complete absence of a 
vaginal canal. 


ing skin from other parts of the body, or 
even from the adjoining labia and the 
skin of the thighs, is not usually satis- 
factory, because of the tendency of these 
tissues to become contracted, thus nar- 
rowing the vaginal canal. 

Recently, development of a vaginal 
canal has been advocated with the use of 
graded sizes of glass test tubes, forced 
against the site of the hymen a few times 
daily, over a period of months, in order 
to produce and dilate a vaginal canal. 
The Baldwin operation for the construc- 
tion of a vaginal canal from a section of 
intestine is the most satisfactory proce- 
dure, as the intestinal canal is lined with 
natural mucous membrane which has no 
tendency to contract. Jt also has a na- 
tural lubricating secretion. However, one 
must guard against the use of antisep- 
tics, such as bichloride or other toxic 
drugs for cleansing of the new vaginal 
canal, as its lining, composed of intes- 





The labiew are spread apart, revealing a 
blind wall at the site of the hymen. 


Fig. 2. 


tinal mucosa, has greater power of ab- 
sorption than the vaginal mucous mem- 
brane. 

CASE REPORT 


A girl, aged 29, was referred to us by her 
family physician with regard to the advisa- 
bility of a plastic operation for the construc- 
tion of a vaginal canal. 

Family History.—The patient had had the 
ordinary diseases of childhood; history other- 
wise negative. The current complaint dated 
back to the age of 15, before she began to men- 
struate. At the age of 19, she was examined 
and the absence of the vagina was discovered. 
She was treated by packing the site of the 
vaginal canal with gauze, but treatment was 
abandoned after three months, as there were 
no results. The patient consulted her family 
physician because of pain in the right side 
of the abdomen. He advised surgery, with the 
hope of having a vaginal canal constructed, 
and she was referred for a plastic operation on 
August 2, 1941. 

Physical Examination.—Adult female, well 
developed. Breasts normal in appearance. 

Vaginal Examination.—Below the clitoris 
one could see the opening of the urethra in the 
normal location. Below the urethra, instead of 
a vaginal canal, there was a flat skin surface 
continuous with the labia minora laterally, 
and with the perineum posteriorly (Figs. 1 
and 2). 
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Fig. 3. Transverse incision. The first step of the 
operation is to make a transverse incision between the 
urethra and the perineal body and the tissues sepa- 
rated to form a canal up to the pelvic peritoneum. 


On rectal examination, neither cervix nor 
body of uterus nor ovaries could be felt. After 
due consideration, we decided to attempt the 


construction of a vaginal canal with the aid | 


of a loop of small intestine. We preferred the 
small intestine to the large, because danger of 
infection is less, and the small intestine is 
more accessible and freely movable. 


Operation.—The patient was admitted to 
the hospital the day previous to operation. 
Laboratory examinations were negative. The 
operation was performed under spinal anes- 
thesia (Fig. 3). A transverse incision, about 
one and one-half inches in length, was made 
midway between the urethra and the anterior 
border of the perineal body, at the supposed 
site of the vaginal orifice (Fig. 4). This in- 
cision extended through the skin and subcu- 
taneous tissue down to the fascial plane be- 
tween the posterior wall of the bladder and 
the anterior wall of the rectum. A long, blunt, 
curved scissors was then introduced through 
this incision between the bladder and the ree- 
tum for about three inches; the blades were 
spread wide open and pulled out in that posi- 
tion, creating a passage or canal. This space 





Fig. 4. Sagittal section, revealing the absence of a 
vaginal canal, The line indicates the tissues to be 
separated from the vestibule to the pelvic peritoneum. 


was enlarged digitally for a depth of about 
four inches, reaching up to the vesicorectal 
peritoneum and admitting two fingers freely. 
A sponge stick was introduced all the way up 
to the roof of the canal and a two inch strip of 
iodoform gauze was tightly packed around the 
sponge stick to dilate the canal and hold the 
clamp in place (Fig. 5). The patient was then 


a pak 





Fig. 5. The canal for the vagina has been made. 
Gauze is packed into this canal, surrounding the 
sponge stick with the blade held open. The rings of 
the blades are pushed against the peritoneum, which is 
later to be incised from above, for the passing of the 
loop of intestine. 
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Fig. 6. Interior view of pelvis, revealing complete absence of uterus and tubes. The right ovary appears 
normal, with a faint ovarian ligament leading to the central space between the bladder and the rectum. The 
left ovary is rudimentary, much smaller, and imbedded underneath the peritoneum. It also has a fine band lead- 
ing to the supposed site of the uterus. A loop of the ileum, about 8 in. away from the ileocecal junction, and 
about 8 in. long, is to be resected and passed between the rectum and bladder, in the space created for the 
vaginal canal. 
= _ placed in the supine position for a lapa- There was a complete absence of the uterus 
sof | rotomy. A median subumbilical incision about (Fig. 6). The peritoneum extended smoothly 
ch a | four inches long was made and the peritoneum from the bladder to the rectum, without the 
dd was opened. presence of any uterine structure or tubes. 
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The right 
The resected loop of ileum 
with its attached mesentery has a rubber catheter 
threaded to be used for traction. 


Fig. 7. Absence of uterus and tubes. 


ovary appears normal, 


The right ovary was found to be of about 
average size, white in color, corrugated, lying 
just at the brim of the pelvis, where the ureter 
crosses the right iliac artery. A rudimentary 
structure of an ovary about one-third the nor- 
mal size was also found on the left side, in the 
same region. A semblance of an ovarian liga- 
ment could be traced from either ovary. The 
ileum near the ileocecal junction was in- 
spected ; the appendix was normal, the cecum 
was quite mobile; the mesentery of the small 
intestine, about one foot away from the ileo- 
cecal junction, was not any too long, but we 
deemed it long enough to allow for the loop 
of the ileum to be brought down for the for- 
mation of the vaginal canal. 

A segment of small intestine, about eight 
inches long and ten inches from the ileocecal 


junction, was cut away between clamps from | 


the rest of the intestine, leaving it attached 
by a pedicle of its mesentery (Figs. 7-9). The 
cut ends of the segment were closed with two 
layers of Lembert sutures and the cut ends of 
the remaining intestine were anastomosed end- 
to-end. A clamp was then passed through the 
mesentery near the middle of the loop of the 
small intestine. Through this little opening a 
rubber catheter was threaded to surround the 
intestine and to be used as a tractor to pull 
the loop through the artificial canal made for 
the vagina (Fig. 10). 

An incision was then made in the perito- 
neum between the rectum and the bladder, 
while the sponge stick left in the artificial 





Fig. 8. Resected loop of intestine. The resected 
loop remains attached to its mesentery. The cut ends 
of the remaining intestine are anastomosed. 


vaginal canal was forced high up from below 
by an assistant, so that its end protruded 
against the site of the cut peritoneum. An in- 
cision was made over the clamp through the 
fascia, while the ring blades of the clamp were 





Fig. 9. Intestinal resection completed. The cut 
edges of the mesentery are approximated, and the cut 
ends of the intestine anastomosed. The ends of the 
resected loop of intestine are closed off, its mesenteric 
attachment is conserved. A fine rubber tube is passed 
through a hole in the mesentery to surround the loop 
of intestine. This is grasped by the ring clamp which 
was passed through the vaginal canal and into the 
pelvis. 
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Fig. 10. Space for vaginal canal. The sponge for- 
cepts was passed from below, ready to grasp the cathe- 
ter to pull down the ileum. 


pushed up and opened wide, forcing the blades 
of the clamp into the peritoneal cavity (see 
Fig. 5). This opening was enlarged digitally, 
admitting three fingers. The two ends of the 
catheter were then grasped from below by the 
clamp held by the assistant, who also removed 
the packing from the canal to enable the cathe- 
ter to be pulled down together with the loop 
of intestine, to the level of the perineum (Figs. 
11 and 12). However, the mesentery of the 
loop was somewhat short so we had to leave 
the extreme ends of the loop above the canal. 
These ends were covered over by the perito- 
neum, which was raised above the ends of the 





Fig. 11. Passage of ileum into canal. The ileum is 
pulled half way down through the constructed canal. 
Note the moderate tension of its mesentery. 





Fig. 12. Traction of the ring clamp pulls the loop 
of intestine down into the vaginal canal. 


intestine and sutured over with 00 chromic 
catgut (Fig. 13). The anastomosis having been 
completed, and thé loop pulled through the 
newly formed canal, the abdominal incision 
was closed in layers without drainage. 

The patient was then placed in the lithot- 
omy position and the loop of intestine was 
found presenting at the proposed site of the 
vaginal orifice. With a few additional manip- 
ulations it was brought down below this level 
and opened longitudinally for about one inch, 





Fig. 13. The bend of the intestinal loop is incised 
and its margins are sutured to the surrounding 
surface. 
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Fig. 14. The double-barreled vaginal canal. A 
clamp is applied to crush the partition. 


along its antemesenteric border. This was fol- 
lowed by an escape of a few ounces of intes- 
tinal contents. The lumen of the bowel was 
then cleansed and the cut edges of the in- 
testine sutured with interrupted 00 chromic 
catgut to the margin of the skin incision made 
at the beginning of the operation. About 





Fig. 15. Patient three weeks after operation. 





Fig. 16. Vaginal examination. Vaginal canal ad- 


mits two fingers. 


twelve such sutures were used (Figs. 13 and 
14). 

We now had a double-barreled canal, en- 
abling one to insert a finger into each canal. 
Some strips of lubricated iodoform gauze 
were lightly packed into each barrel of the 
intestine and the dressing was applied. 


The operation was performed under spinal 
anesthesia without the accessory aid of a gen- 
eral anesthetic. The post-operative course 
was uneventful, except for a slight rise in 





Fig. 17. Roomy vaginal canal. A test tube about 
one inch in diameter is passed into the vaginal canal 
for about three inches. 
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Fig. 18. Roentgenogram taken five weeks after operation. 





The vaginal canal is packed with strips of 


gauze soaked in 10 per cent solution of sodium iodide. The packing fills up the beginning of the vaginal canal 
and most of the left barrel. One can visualize the length of the vaginal canal to be about 4 in. long and about 


1 in. in diameter. 


temperature which was 101° on the third 
day, with some vomiting and abdominal dis- 
tention. This was relieved by the Levine tube, 
a compound enema and prostigmine. Follow- 
ing the enema, the bowels moved spontane- 
ously daily, with relief of distention and ces- 
sation of vomiting. The gauze packing was 
removed gradually on the second and third 
days. The patient had very little discomfort. 
Vaginal examination on the fourth day 
showed slight serosanguinous discharge on 
the dressing. The vaginal orifice readily ad- 
mitted one finger. Digitally, one could feel 
the barrel to the left and the septum between 


both barrels. The finger could be introduced 
for a distance of three inches without reach- 
ing the end of the canal. The lining of the 
canal felt velvety smooth, characteristic of 
the lining of the intestine. 

Abdominal sutures were removed on the 
tenth day. The wound healed by primary 
union (Fig. 15). Temperature, pulse and 
respiration were normal. The patient felt 
comfortable, but had a very slight vaginal 
discharge, just enough to stain a napkin dur- 
ing the day. On digital examination the 
double-barreled canal was found patent, each 
barrel admitting one finger for a distance of 
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three inches (Fig. 16). One could not feel 
the end of the barrel with the fingers, as it 
extended beyond the length of the finger. 

Vaginal examination three weeks after 
operation showed the skin surface to be con- 
tinuous with the intestinal mucous membrane 
now lining the vaginal canal. The canal ad- 
mitted two fingers for a distance of about 
three inches. On vaginal examination four 
weeks after the operation, there appeared to 
be a good sphincter surrounding the vaginal 
opening, as is evidenced during an average 
vaginal examination. 

The patient was instructed to use a pyrex 
test tube to maintain proper dilatation of the 
vaginal canal. It was started with a test tube 
one-half inch in diameter, progressing to one 
inch in diameter (Fig. 17). These were in- 
troduced for a distance of three to four 
inches with no discomfort, twice a day, and 
retained for about an hour at a time. 

Five weeks after the operation the patient 
was readmitted to the hospital. She was pre- 
pared vaginally for the cutting of the septum 
between the two barrels of the vaginal canal 
(see Fig. 14). Since the first operation, the 
septum had receded about two inches up into 
the vaginal canal. 

To visualize the width and depth of the 
vaginal canal, it was packed with a long strip 
of gauze soaked in a 10 per cent sodium 
iodide solution, to serve as an opaque me- 
dium for an X-ray examination. An X-ray 
of the pelvis was taken in an anteroposterior 


position. It revealed the length of the vaginal 
canal to be about four inches and its width 
about one inch (Fig. 18). 

Under anesthesia, the partition between 
the two barrels of the canal was grasped be- 
tween two clamps for a distance of two 
inches. The partition was cut across between 
the two clamps, thus transforming the two 
lumina into a single vaginal canal. The 
clamps were left im situ for two days. These 
were then removed. No bleeding ensued. The 
follow-up revealed a well formed vaginal 
canal of about the normal size and shape of 
that of an average female adult. 

In the preceding case, the outstanding 
symptom that brought the congenital ab- 
normality to our attention was the ame- 
norrhea. Dysmenorrhea, likewise, may 
lead us to suspect some congenital ab- 
normality of the internal genital tract. 

Dysmenorrhea, or painful menstrua- 
tion, has a variety of causes, ranging 
from those tangible forms where distinct 
pathology can explain the symptoms, 
such as obstruction of the cervical canal, 
inflammatory processes of the uterus 
and adnexa and neoplastic conditions, to 
those forms where one is inclined to 
blame some endocrine or neurogenic dis- 
turbance. No doubt, some congenital ab- 
normalities may also be responsible for 
this disturbance. 


SPONTANEOUS PERFORATION OF A DOUBLE UTERUS 


This is the only case in our experience 
and to our knowledge, where there was a 
spontaneous perforation of a double 
uterus with the pathologic findings and 
clinical course as here outlined. 


CASE REPORT 


A girl, aged 22, gave the following 
history. 

Family History—As far back as she could 
remember, she was habitually constipated. 
She began to menstruate at the age of 13, 


every 28 days, lasting 4 to 5 days, with nor- 
mal flow and without pain. A year later she 
began to suffer from severe lower abdominal 
pain and backache during her entire men- 
strual period. The pain would continue for 
about ten hours, with slight relief occasion- 
ally. This was a constant phenomena at every 
period. The pain was more marked on the 
right side. These symptoms recurred in the 
same form up to the age of 20. Since then, 
the pain would last for about two weeks con- 
tinuously. The severity of the pain increased 
so greatly that the patient would become des- 
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Fig. 19. Perforation of a double uterus. The right half of the double uterus is covered over by a patch 
of omentum, underneath which was found the perforation through which was escaping some old blood. The size 
and shape of the double uterus are indicated by the dotted lines, and by the cross section of the insert. The 
right uterus apparently has no external cervical opening. The only opening leading from its cavity is at its 
fundus which leads into the general peritoneal cavity, as seen on cross section. The right ovary is normal, the 
right tube is rudimentary, the left tube is normal, the left ovary contains a small cyst. The right half of the 
double uterus is removed as indicated by the dotted line on cross section. This was removed together with the 
rudimentary right tube. The cyst of the left ovary was removed, conserving its healthy portion. 


perate in her attempt to relieve her suffering. 
She required sedatives in different forms to 
alleviate her pain. 

The patient consulted me as to the advisa- 
bility of performing an exploratory laparo- 
tomy and, if possible, to remove the cause. 
This I discouraged, because I felt there was 
nothing definite in the abdominal examina- 
tion to justify such an exploration. I sug- 
gested that she come back at a later date, 
after resorting to some therapeutic measures, 
such as organotherapy, etc. Two years later 
the patient returned. In view of the fact that 
all efforts for relief had failed, an exploratory 
laparotomy was performed. 

Physical Examination.—Adult female, 
fairly well developed, mammary glands quite 


large and pendulous, chest and abdomen 
negative. 

Vaginal Examination.—The urethra was 
found to be high up along the vaginal canal. 
The vaginal opening barely admitted a rub- 
ber catheter. 

Operation—On July 18, 1941, under 
spinal anesthesia, a median subumbilical in- 
cision about four inches long was made. The 
peritoneal cavity was entered. A double 
uterus was found (Fig. 19). 

The notch between the horns of the double 
uterus was about an inch deep and an inch 
wide, at its fundus. The right part of the 
double uterus was somewhat larger than the 
left, being about the size of a small tangerine. 
The anterior surface of the right part of the 
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uterus was covered by a patch of large omen- 
tum, not unlike a patch of adherent omentum 
one finds over a perforated ulcer of the 
stomach or a gangrenous appendix. The peri- 
toneal reflection of the uterovesical pouch, as 
well as part of the fundus of the bladder, was 
also adherent higher up over the body of the 
uterus. When the omentum was separated 
from the uterus, a pin-point perforation was 
found in that portion of the uterus, through 
which one could observe the escape of some 
thin dark, bloody fluid. Both ovaries and the 
left tube appeared normal. The right tube 
was a mere thin solid cord, atrophic through- 
out, except the fimbrial end. 

We proceeded to resect the right part of 
the double uterus. An incision was made in a 
wedge-shaped manner, along its anterior and 
posterior wall, excising the right half of the 
double uterus, without entering the left 
uterine cavity. The cut edges of the right bor- 
der of the remaining uterus were sutured 
with superficial and deep continuous chromic 
0 catgut, obtaining proper peritonealization 
and hemostasis. 

The left ovary was found to contain a cyst 
the size of a small plum. This was removed, 
conserving two-thirds of the normal ovary. 
The anomalous right tube was then removed, 
leaving the right ovary intact. On comple- 
tion, the remaining uterus appeared to be of 
normal size and shape, except that its right 
border had a straight line and no cornu, be- 
cause of the resection. 

The appendix was found to be quite thick- 
ened and filled with fecaliths. To rule out the 
appendix as a possible cause of the abdominal 
pain, an appendectomy was also performed. 
During the entire procedure one could ob- 
serve that the lumen of the small intestine 
was about one-third the normal diameter. 
The abdomen was closed in layers. 

Gross and Microscopic Findings.—The re- 
moved uterus, on section, showed a wall about 
one inch thick; its cavity had the capacity of 
one dram. It contained old blood and clots. 
We could not locate with a probe either a 
cervical canal or a cornual opening. The 
pathologic report of the removed right half of 
the double uterus revealed, on microscopic 
section, fibromuscular structures arranged in 
interlacing bundles; the endometrium was in 
the proliferative phase. ; 


Correlation of operative findings with the 
clinical course-—During the first year of her 
menses there was apparently not enough ac- 
tivity in the endometrium to cause distention 
of the obstructed right uterine cavity, which 
had no external outlet either through the 
cornu or the cervix. Later, the uterus be- 
came distended and caused pain which sub- 
sided after a week as the fluid was being ab- 
sorbed. During the last few years, the 
distention became so marked as to cause a 
perforation of the anterior wall of the uterus. 
This, most likely, was followed by an escape 
of some bloody fluid into the peritoneal 
cavity with each menstrual period, which 
caused a more marked peritoneal reaction 
and prolonged the severe pain for two weeks, 
simulating tubal abortion. Nature attempted 
to close the perforation by the patch of omen- 
tum and even the reflection of the peritoneum 
and bladder. 

Post-operative Course-—The patient made 
an uneventful recovery. The highest tempera- 
ture was recorded two days following opera- 
tion, when it reached 101°. The wound 
healed by primary union, and the sutures 
were removed on the ninth day. The patient 
was out of bed and walking on the tenth day. 
On the eleventh day (July 29th), the patient 
was discharged from the hospital. 

Her next menstrual period was due Au- 
gust Ist, but was delayed until August 18th. 
She had no pain whatsoever in the accus- 
tomed site (on the right side). She did have 
some slight discomfort over the left lower 
part of the abdomen, but nothing like the 
pain of the previous menstrual periods. She 
continued to have her regular menstrual flow 
without pain on August 19th, 20th and 21st. 
Following this period she felt perfectly nor- 
mal, with no sign of any discomfort. On Sep- 
tember 16th, the patient had her second regu- 
lar menstrual period since the operation. 
There was complete absence of the pain and 
discomfort experienced during her periods 
previous to operation. Her menses have since 
continued to be normal. 


SUMMARY 


Congenital abnormalities of the female 
genitalia are discussed from the embryo- 
logic, anatomic and physiologic stand- 
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points, and also from the clinical, 
psychologic and surgical aspects. The 
importance of a careful search for con- 
genital abnormalities of the internal 
genitalia, when disturbances of their 
function are encountered, is stressed. 


Surgical relief for symptoms caused by 


these abnormalities is discussed. Two 
rare anomalies are reported: 

(1) Absence of a vaginal canal, uterus 
and tubes, and (2) spontaneous per- 
foration of a double uterus. 
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SUMARIO 


Anormalias congenitas de los organos 
genitales se estudian desde un punto de 
vista embriologico, anatomico y fisio- 
logico y tambien desde un aspecto 
clinico, psicologico y quirurgico. La im- 
portancia de una cuidadosa bisqueda 
de anomalias de los genitales internos, 
cuando se encuentran trastornas de su 
funcion, es sefalada. Se sefala la me- 
joria obtenida en los sintomas causados 


por estos anomalias mediante la cirujia. 
Se reportan dos raras anomalias: (1) 
La ansencia de vagina, utero y trompas 
y (2) la espontanea perforacion de un 
utero doble. 


RESUME 


Les anormalités congénitales des or- 
ganes génitaux féminins sont étudiées 
du point de vue embryologique, anato- 
mique et physiologique. L’auteur dis- 
cute aussi les aspects cliniques, psycho- 
loques et chirurgicoux. I] recommande 
un examen soigné afin d’établir ou d’ex- 
clure la presence d’anormalités congéni- 
tales des organes genitaux internes 
dans les cas de derangements de fonc- 
tions de ces organes. Les procédés opéra- 
toires employés dans les cas de cette 
nature sont discutés. Deux cas d’anor- 
malités sont rapportés absence du vagin 
de l’utérus et de la trompe, perforation 
spontanée d’un utérus double. 


Bu poxH 


YpoxyeHHad ypOf1uBOCTh MOMOBHX Op- 
TraHOB ONHMCHBAaeTCA C 3IMOPHOMOTUYECKOrO, 
aHaTOMH4ecKoro B PU3HOMOTMYeCKOTO TyH- 
KTa, IpH4YeM aBTOP TpakTyeT 06 ee KIMHH- 
weckoH, Ucuxos0rmyeckolt uw xupypru4ec- 
ko xapaxtepuctuke. L[ogyepxuBaet He- 
OOXOAMMOCTL HMCCIefOBaTh HaIM4IHe yPOX- 
eHHOM ypOJIMBOCTH BHYTPeHHAX MOMOBLX 
OpraHOB IIpH MpucyTcTBHH HeNpaBAAbHHIX 
dyuxuuh. AsTop onucHBaet onepanuu AA 
oOerueHHA CHMIITOMOB HM ONMCHBaeT ABE 
peAkuxA anHoManuu: (1) HeHanM4Me BAaru- 
Te@IbHOTO KaHala, MaTKH u Tpy6; (2) cmoH- 
TaHHad nephopanua ABOuHOK MaTEKH. 











Nomenclatura y Clasificacion De Los Canceres 


(Nomenclature and Classification of Carcinoma) 


CONRADO ZUCKERMANN, M.D., F.I.C.S. 
MEXICO, D. F. 





SUMMARY 


A new classification is presented, 
based upon embryologic, histologic 
and clinical findings, which defi- 
nitely simplifies the nomenclature. 
The correct appreciation of the 
blastomas is stressed. 











cia del problema de los cancerosos 

en nuestro medio y dos hechos pri- 
mordiales hacen necesario su estudio: el 
gran niimero de cancerosos existentes y 
la necesidad de contar con nimero sufi- 
ciente de centros de diagnéstico y trata- 
miento con todos los medios para efec- 
tuar labor oportuna y apropiada. 

El Departamento de Salubridad P4t- 
blica de México ha establecido oficial- 
mente la Campafia contra el Cancer y 
ha invitade a médicos y piblico a cola- 
borar con él en esta labor. En la actuali- 
dad ya se ha remitido a los profesionis- 
tas un folleto explicativo de la campaiia 
y ademas se esta tratando de fundar el 
primer dispensario anticanceroso con ob- 
jeto de hacer llegar al ptblico los bene- 
ficios de la campafia. Los sefiores doc- 
tores cuentan desde luego con servicio de 
examen histol6gico de todos los neoplas- 
mas y fragmentos de neoplasma que re- 
mitan junte con la historia clinica corres- 
pondiente; para estas historias se les 
remiten esqueletos. Ademas se ha co- 


by BIEN conocida la gran importan- 


menzado a enviarles folletos sobre asun- 
tos de cancerologia y se esta efectuando 
labor de intercambio y cooperacion. 

Seguramente que para todos es evi- 
dente la conveniencia de contar con ter- 
minologia y clasificacién apropiada de 
los neoplasmas y este trabajo se refiere 
precisamente a procurar denominar y 
clasificar los neoplasmas en forma clara 
y precisa. 

La clasificacién y nomenclatura de los 
neoplasmas que presentamos esta basado 
en los estudios embriolégicos de Ocho- 
terena, en los trabajos histolégicos de 
Benitez Soto y en las observaciones 
clinicas de Zuckermann. 

Desde luego es interesante sefalar que 
a los neoplasmas histol6gicamente benig- 
nos los denominamos ‘‘omas’’ y estan 
caracterizados por su limitacion topogra- 
fica, es decir, se desarrollan en un sitio 
sin emigrar de él y atin presentan en 
algtin caso capsula limitante o por lo 
menos plano de separaci6én entre el tu- 
mor y el tejido sano. 

Las reproducciones celulares son 
raras, es decir, que su crecimiento efec- 
tuandose en forma normal, aunque en 
mayor grado, no permite encontrar en 
las preparaciones muchas figuras mité- 
sicas sino por el contrario se observan 
estas raramente, ademas. No existen ati- 
pias celulares ni monstruosidades y el 
tejido que los constituye es muy seme- 
jante al que les ha dado origen. 

Los ‘‘blastomas,’’ neoplasmas histolé- 
gicamente malignos, se caracterizan por 
su no limitaci6n, es decir, que las celdil- 








-— 2 a. 2 2 eee. pee ae 


ERP DR MATE TS 





CONRADO ZUCKERMANN 49 





OMAS: NEOPLASMAS HISTOLOGICAMENTE BENIGNOS, 


BLASTOMAS:NEOPLASMAS HISTOLOGICAMENTE MALIGNOS. 
CARACTERISTICAS FUNDAMENTALES. 


LIMITACION TOPOGRAFICA. 
OMAS{REPRODUCCIONES CELULARES RARAS. 


AUSENCIA DE MONSTRUOSIDADES Y ATIPIAS CELULARES. 


NO LIMITACION. 
BLASTOMAS {FRECUENTES REPRODUCCIONES CELULARES. 


EXISTENCIA DE MONSTRUOSIDADES Y ATIPIAS CELULARES. 











las blastoma tosas emigran en los inter- 
sticios celulares invadiendo los tejidos 
cercanos, no existiendo plano de separa- 
cidén entre tumor y tejidos sanos y mucho 
menos capsula y ademas emigran a sitios 
lejanos por las vias linfatica y san- 
guinea. Existen frecuentes reproduc- 
ciones celulares que se hacen ostensibles 
en los cortes histolégicos. Ademas las 
celdillas blastomatosas atin pareciendose 
a los del tejido que les dié origen pre- 
senta monstruosidades y atipias celu- 
lares que marcan claras diferencias en- 
tre el tejido normal y el canceroso. 

Los tejidos normales se clasifican en 
cinco sistemas fundamentales: epitelial, 
mesenquimoconjuntivo, muscular, ner- 
vioso y gonocitario. Las neoplasias de 
cada uno de estos sistemas constituyen 
los cinco grupos fundamentales de tu- 
mores. 


Los neoplasmas del tejido epitelial se 
denominan epiteliomas si son histolégi- 
camente benignos y epitelioblastomas si 
son histolégicamente malignos y segin 
su origen se dividen en: de revestimiento 
mucoso o cutaneo y glandulares. Ade- 
mas existen los adamantinomas y ada- 
mantinoblastomas derivados de la 1a- 
mina dentaria que forma los botones 
dentarios u 6rganos adamantinos, que es 
de origen epitelial; se constituyen asf 
esa categoria especial de neoplasmas de 
las mandibulas. 
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Los neoplasmas derivados del sistema 
mesénquimoconjuntivo pueden ser de los 
siguientes tejidos: conjuntivo fundamen- 
tal, mucoso, adiposo, cartilaginoso, déseo, 
melanico, linfoide, mieloide, endotelial 
hematico, endotelial infatico y endotelial 
seroso y asi existen: 

Fibromas y fibroblastomas. 

Mixomas y mixoblastomas. 

Lipomas (el tejido adiposo no da lugar 
a la formacién de blastomas). 

Condromas y condroblastomas. 

Osteomas y osteoblastomas. 

Melanoblastomas el tejido melanico 
no da lugar a la formacién de omas). 

Linfomas y linfoblastomas. 

Mielomas y mieloblastomas. 

Hemangioendoteliomas y hemangioen- 
dotelioblastomas. 

Linfangioendoteliomas y linfangioen- 
dotelioblastomas. 
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‘e FIBROMAS 
DEL CONJUNTIVO FUNDAMENTAL 7 
FIBROBLASTOMAS. 
MIXOMA 

O£&L TEVIDO MUCOSO 
MiXOBLASTOMAS. 
LIPOMAS. 
CONDROMAS 
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O£L TEYIDO GRASOSO 


DEL TEYIDO CARTILAGINOSO 
CONDROBLASTOMAS. 


OSTEOMAS 
NEOPLASMAS | vex tesiD0 0500{ oor etAe owas. 
MESENQUIMO-f  resi00 MELANICO © MELANOBLASTOMAS. 
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OEL ENDOTELIO 
VASCULAR 
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Seroendoteliomas y seroendotelioblas- 
tomas. 


En el tejido conjuntivo y sus afines 
pueden observarse como en otros tejidos 
o con otros tejidos, neoplasmas mixtos, 
constituidos por dos o mas tejidos en 
crecimiento anormal: osteocondromas, 
osteocondro-blastomas, fibro-mixomas, 
fibro-epitelioblastomas, ete. 


Los neoplasmas derivados del sistema 
muscular, si son del tejido muscular liso, 
son leiomiomas y leiomioblastomas, y si 
son derivados de las fibras musculares 
estriadas, son rabdomiomas y rabdomio- 
blastomas. 


Los neoplasmas del sistema nervioso 
se clasifican de acuerdo con el origen 
embriolégico de las celdillas de donde se 
derivan. Estudiando el desarrollo del 
tejido nervioso se sabe que éste deriva de 
la capa ectodérmica y que a las celdillas 
germinativas del tejido nervioso se les 
denomina neuroepitelioblastos. Estos 
neuroepitelioblastos, al desarrollarse 
pueden hacerlo hacia celdillas que van a 
formar neuronas o hacia celdillas que 
van a formar los tejidos de sostén de las 
mencionadas neuronas. A los primeros 
se les denomina neuroblastos y al evolu- 
cionar dan origen a las neuronas; a los 
segundos se les da el nombre de espon- 
gioblastos y pueden evolucionar a su vez 
en dos sentidos, es decir, hacia glioblas- 
tos, que dan origen a las celdillas gliales 
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a gliocitos, y a ependimoblastos, que dan 
origen a las celdillas ependimarias o 
ependimocitos. 

Tendriamos a través de la evolucién 
embriolégica del sistema nervioso: 
neuroepitelioblastos, neuroblastos y neu- 
ronas, espongioblastos, glioblastos y 
gliocitos, ependimoblastos y ependimo- 
citos. 

Las neuronas no son capaces de dar 
origen a tumores dado que carecen de 
funcién reproductora, pero los neuro- 
blastos que les preceden si son capaces 
de dar origen a neoplasias. Tomando en 
cuenta lo antes anotado, tendremos las 
diversas categorias de neoplasias deri- 
vadas del tejido nervioso: de los neuro- 
epitelioblastos derivan los neuroembri- 
omas y neuroembrioblastomas. 

De los neuroblastos derivan los neuro- 
mas y neuroblastomas; los espongioblas- 
tos dan origen a la formacién de espon- 
giomas y espongioblastomas. Las celdil- 
las gliales, glioblastos y gliocitos, consti- 
tuyen estructuralmente dos clases de 
glia: la astrocitaria y la oligodendroci- 
taria, y asi tendremos dos categorias de 
neoplasmas derivados: los astrocitomas 
y astrocitoblastomas, y los oligodendro- 
citomas y oligodendrocitoblastomas, for- 
mando estas cuatre categorias de tu- 
mores parte del grupo de gliomas y glio- 
blastomas. De los ependimoblastos y 
ependimocitos derivan los ependimomas 
y ependimoblastomas. 
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A NEUROEMBRIOMAS 
DE LOS NEUROEPITELIOBLASTOS{" omaed 


vy 
NEUROEMBRIOBLASTOMAS, 
NEUROMAS 
bs 


DE LOS NEUROBLASTOS 
NEUROBLASTOMAS. 


SPONGIOMAS 


DE LOS ESPONGLIOBLASTO: Y 
NEOPLASMAS i: ill 
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ASTOMA: 





EPENDIMOMAS 





DE LAS CELULAS EPENDIMARIAS Y 
EPENDIMOBLASTOMAS. 











No debe olvidarse que los neuromas y 
neuroblastomas, gliomas y glioblastomas 
pueden ser centrales, es decir, localiza- 
das en el eje cerebroespinal, o periféri- 
cas, localizados en el sistema nervioso 
periférico. Los neoplasmas derivados 
del sistema gonocitario, reciben el nom- 
bre genérico de gonocitomas y gonocito- 
blastomas. El sistema gonocitario com- 
prende, el tejido espermatogenético, el 
ovogenético y el intersticial. Las neo- 
plasias derivadas del tejido espermato- 
genético si son histolégicamente benig- 
nas reciben el nombre de espermatoci 
tomas, y si son malignas, el de esperma- 
tocitoblastomas (seminoblastomas, de la 
terminologia antigua). 

Los derivados del tejido intersticial, 
casi siempre son histolégicamente benig- 
nos, y se denominan intersticiomas. Las 
neoplasias ovogenéticas, segtin su origen, 
se denominan pflugeriomas y pflugerio- 
blastomas, si son derivadas de los tejidos 
de Pfluger; foliculomas y foliculoblasto- 
mas si son derivadas de los foliculos; 
luteomas y luteoblastomas si son deriva- 
das de cuerpos amarillos. 


Aparte debemos considerar los neo- 
plasmas desarrollados por transforma- 
cién de tejidos embrionarios o placen- 
tarios que pueden ser: embriomas y 
embrioblastomas, placentomas y placen- 
toblastomas (el llamado corio-epitelio- 
blastoma). 
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Kin presencia de alguna variedad de 
oma o blastoma que parezca no estar in- 
cluida en la clasificacién anotada, debera 
estudiarse su estructura histolégica y su 
origen embrionario y determinar en- 
tonces a cual sistema tisular pertenece o 
si es embrionario. 


SUMARIO 


La clasificacién antes anotada, basada 
en hechos embriolégicos, histolégicos y 
clinicos, simplifica indudablemente la no- 
menclatura y correcta apreciacién de los 
blastomas y tiene por objeto aclarar 
problema tan dificil y uniformar la de- 
nominacioén y la colocacién en patologia 
y en clinica de los tumores. 


RESUME 


L’auteur présente une nouvelle classi- 
fication basée sur les données embryo- 
logiques, histologiques et clinique. Cette 
classification simplifie la nomenclature. 
Une appréciation exacte des blastomes 
est préconisée. 


Bu BoxzE 


AsTop UpefsayaeT HOByIO KaaccuuKka- 
Hi0 OCHOBAaHHyIO Ha OMOpHOonOrMYeCKEX, 
THCTONOTHYeECKHX HM KAMHMYECKUX AaHHHX. 
Oua oOneruaet HOMenKsatypy. [ogyepra- 
BaeTCA IpaBMIbHad OWeHKa OracTOMH. 





Closure of Incised and Lacerated Skin Wounds 


with Report of Case of Closure of Avulsion of the Scalp 


GEORGE I. MILLER, LL.B., M.D., F.1.C.S. 
BROOKLYN, NEW YORK 


wounds accidentally made with 

sharp edged instruments produce 
gaping from the elasticity or contrac- 
tility of the tissue divided. Skin, which 
is the most elastic tissue in the body, re- 
tracts far more than other tissues, and 
transverse wounds of the skin gape more 
than those which are longitudinal. Ex- 
ceptions to the rule are noticed in tissues 
of wounds of the palm of the hand and 
the sole of the foot. These never gape on 
division. 

Capillary bleeding after an incised 
wound rapidly ceases by (a) natural 
processes; (b) by bolstered coaptation of 
the skin edges, and (c) by compression. 
Subdermic bleeding from wounded ar- 
teries or veins require ligation of the 
vessels. 

An incised cut which has passed 
through skin, subcutaneous fat and fas- 
cia will gape, and after a lapse of a short 
time this gaping will increase so that 
the subcutaneous fat appears pressed 
out of its position, as if the divided edges 
of the true skin were retracting from it 
and becoming everted. If the edges of 
the wound have been stitched together 
and the parts are swollen and edematous, 
there is tension upon the wound with 
constriction of the tissues and a disposi- 
tion to separate and gape. In a healthy 
person these local phenomena subside 


(wou cut incisions of the skin or 
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and disappear in a few days. 

Healthy skin tissues that are highly 
vascular undergo rapid and perfect re- 
pair when incised. In the margin of the 
wound the blood coagulates to the near- 
est anastomosis, and the capillary ves- 
sels dilate by the increased pressure to 
which they have been subjected. The co- 
agula become reabsorbed. The capillary 
meshes on the one side join, by loops pro- 
jected through the new tissue, similar 
meshes of the opposite side with result- 
ing primary union. 

To promote primary union, the wound 
is carefully cleansed, bleeding vessels 
are ligated, and the divided edges coap- 
tated. The coaptation of the divided sur- 
faces is carried out in superficial wounds 
by means of sutures, adhesive plaster, or 
Michel clips. Suture material used for 
superficial wounds is silk, linen, horse- 
hair, silk-worm gut, wire, pins. Inter- 
rupted or continuous suture is the usual 
practice. 

When the edges of the part are en- 
snared and the tissues constricted, 
strangulation and irritation of the wound 
produces inflammation. 

Surface bacteria introduced by the 
piercing needle into the subdermic area 
find a suitable media for growth in 
the damaged weakened tissue which 
sometimes results in a stitch abscess. 

To avoid such complications, surgeons 
now are more frequently resorting to 
metal clips for skin wounds. The Michel 
clip is easily applied with a special in- 
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strument, but causes pain in its removal. 
It often necessitates digging into the 
skin before it is lifted out with the in- 
strument. 


To overcome such discomfort, I have 
devised a multiple clip with bolsters 
which can be applied to the severed 
edges of the skin on any part of the body 
—head, trunk or limbs—anteriorly or 
posteriorly. These clips can be quickly 
fastened to the edges of the wound with 
the hand. Bolsters in the clips have spe- 
cial value by holding the edges close to- 
gether and preventing capillary oozing. 

Pressure by the bolsters on the deeper 
tissues obliterates dead space from 
forming so that no fluid or blood can 
collect. Fine spicule connect the clips to 
the superficial layer of the skin. No su- 
ture material is used. Infection is not 
carried into the subdermic space. Stitch 
abscess is avoided. Primary union in- 
variably follows. In adiposed patients 
retention sutures are inserted before ap- 
plying the clamps. . 

At the Unity Hospital during the past 
two years, these clips were applied on 
incised and lacerated skin of over 800 


#4 #5 


Fig. 1.(A) Anterior view of wound clips. (B) Posterior view. 


patients with excellent results. The clips 
stay on the wound six to eight days. On 
their removal the scar is fine and in many 
cases like a hair-line. They are removed 
painlessly, often as a surprise to the pa- 
tient. The bolster bars are hollow, so 
that by inserting a small hemostat in the 
canal at each end and spreading the 
clamps laterally about a quarter of an 
inch, the spicule unfasten from the skin 
and the clips fall off. The clips are made 
of nickelsilver, are light, smooth, thin 
and pliable. They are sterilized the same 
as other instruments and can be used 
again many times. They can also be used 
as towel clips instead of towel instru- 
ments. 


DESCRIPTION 


The multiple metal clips consist of two 
lateral triangular hollow bars which 
serve as bolsters on each side of the 
wound and extend parallel to the edges 
thereof. Sharp, small spicule are pro- 
jecting from the bolster bars which enter 
the superficial layer of the skin, and 
when pressed together with the fingers 
or an instrument, they completely coap- 
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tate the wound without injurying the 
tissues. 

The lateral bars or levers are inter- 
connected with soft, bendable metal 
webs, one-half inch apart. The clip is left 
in this position holding tightly the edges 
of the skin and tissues until the wound 
is healed. 

Several of the clips may be placed one 
next to the other, leaving one-half inch 
interspace between them, to cover any 
length of wound. The clips can be ap- 
plied on the scalp, neck, chest, abdomen, 
perineum and limbs where coaptation of 
the skin wound is necessary (Fig. 1). 


How to apply the clips.—At interval 
spaces apply the clips by lifting the two 
skin edges to perfect alignment, with 
sharp mouse-tooth thumb forceps or 
Allison clamps. Fasten the multiple clips 
with thumb and index finger by placing 
the bolsters on each side of the edge of 
the wound. By pressing the bolsters to- 
gether coaptation is made. The bolsters 
obliterate the dead space and prevent 
capillary oozing. 

Removal of clips—Gently press with 
the thumb on the center base while un- 
fastening the lateral bolsters with the 
other fingers, first on one side and then 
on the other. When the use of instru- 
ments is preferred, insert an open small 
artery clamp into the canals of the bol- 
sters at each end and slightly stretch the 
clip to unloosen its hold on the skin. 


CASE REPORT 


On May 21, 1940, a woman, aged 25, mar- 
ried, white, was brought by ambulance to 
Unity Hospital. She stated that while sitting 
in the rear seat of an automobile in motion, 
it collided with a truck. During the impact 
she was thrown forward over the front seat 
between the chauffeur and his adjoining pas- 
senger. Her forehead struck the lower border 
of the dashboard and tore the scalp from the 
skull, from the right temple to the left temple 


backwards, and there remained resting on the 
nape of the neck. The periosteum was not re- 
moved. She had bled profusely and was in a 
state of shock on admission; 1500 units of 
anti-tetanus serum were injected. 


Laboratory Reports.—Blood : R.B.C. 3,770,- 
000; W.B.C. 14,400; Hb. 76 (Sahli). 

Differential : Polymorphonuclear leukocytes 
88; Lymphocytes 12. 

Urine: Negative, except for a slight trace of 
albumen. 

Examination.—The patient is dazed. She 
responds to questions fairly well but slug- 
gishly. The edges of the lacerated scalp are 
bleeding. The skull is exposed from the fore- 
head to the occipital part. No anesthesia given. 

Repair.—The hair of the scalp was shaved. 
The wound was washed copiously with saline 
solution. The scalp was lifted up and brought 
over the skull. The torn edges were coaptated, 
and nine bolster clips applied. No drainage. 
Voluminous plain gauze dressing applied. 
During the first week the temperature ranged 
from 98 on admission to 100° F. After that 
time it was normal. Pulse and respiration 
were normal. 

The clips were removed on the seventh day. 
The wound showed primary union. On the 
twenty-fifth day (June 15), the patient was 
discharged in good condition (Fig. 2). 

In 1838, Downs first recorded a case 
of avulsion of the scalp. Since then sur- 
geons expect such cases resulting from 
accidental injury in factories (cases of 
‘‘TIndustrial Scalping’’ so-called). Young 
women working in shops are victims 
when their hair becomes entangled in a 
revolving shaft which pulls the scalp 
from the head. 

Davis collected 92 reports from the 
literature of complete avulsion of the 
scalp, of which 81 were caused by ma- 
chinery. Eighty were women and one a 
Chinaman with a queue. 

The integument usually tears where 
it is thinnest, at the level of the eyebrows 
or even from the eyelids themselves, the 
direction of force being exerted from be- 
fore backwards, and the superciliary 
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Fig. 2. Avulsion of scalp, showing primary union after removal of clips. 


ridges acting as wedges which caused the 
cleavage. 

Generally, the entire scalp to the level 
of the ears is torn away (one or both ears 
are lost in some cases). The defect usu- 


ally ceases at the hair line of the neck. 
Cushing states that it is apt to run down 
on to the center of the neck in a ‘‘V’’ 
shape. The scalp separates from the 
temporal muscles, leaving them intact. 
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Fig. 3. Stab wound of face with clips in place. 


The bellies of the occipito-frontalis are 
generally taken with it. 


Hemorrhage is profuse, often requir- 
ing ligation of the blood vessels. Shock 
is profound. Death may occur from 
hemorrhage or other injuries. Primary 
pain is moderate, but later may be ex- 
cruciating. 

In complete avulsion, stitching the 
avulsed scalp back over the defect re- 
sults in failure. Cutting the scalp into 
strips and grafting it as such was also 
reported as failure. Plastic sliding 
operations are reported where a flap 
from the neck or side of the face with 
pedicle attached has been used to cover 
the brow or a part of the cranium. 


Where avulsion was not complete, but 
the vertex was denuded, four concentric 
flaps from the edges of the scalp were 
cut, slit across the wound and united, 
making a cross of scalp, the defects be- 





Fig. 4. The same patient after removal of clips. 


tween the arms of which were grafted in 
other ways. Davis used whole thickness 
grafts after the method of Wolfe- 
Krause, with complete success. The 
greatest number of wounds have been 
healed by the Thiersh method of autoge- 
nous grafts with the best results. 


In three cases in conjunction with 
Thiersh grafts, amniotic membrane, both 
from the sac and the cord near the fetus, 
was used (method of Stern) to cover 
small granulating areas. Two of them 
took, the third sloughed (Figs. 3-6). 


SUMMARY 


The object of the multiple wound clips 
is to eliminate the use of stitches for 
uniting the incised or lacerated skin and 
to hold together tightly and firmly the 
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Fig. 5. Laceration of temple. 


torn or cut edges until the wound is 
healed. The construction of the wound 
clips prevents strangulation of the tis- 
sues, obliterates gaping or dead spaces, 
and avoids capillary bleeding. Needless 
suture material is entirely eliminated, 
and stitches, by their absence, will not 
cut out. Infection or stitch abscess, from 
part of a stitch left in the wound, is pre- 
vented. 


The wound clips facilitate quick clos- 
ing of the wound, thereby lessening the 
time period during which the patient is 
under anesthesia. Pain and mental an- 
guish are eliminated during the removal 
of the stitches. Sterilization of the metal 
clips is less apt to bring stitch infection 
than suture material, which may carry 
skin bacteria into the deeper tissues. The 
blood vessels are not punctured, and 





Fig. 6. Closure of skin after removal of bronchial 
cyst. 


clean raw edges of a wound neatly ap- 
proximated and firmly held together 
with bolstered clips result in primary 
union (Figs. 7-9). 

Drains are no barriers to the clips, and 
no skin suture material is necessary. 
Leukocytic reaction is avoided by the use 
of the clips, and they eliminate the possi- 
bility of foreign material being left in 





Fig. 7. Skin closure after bilateral hernia operation. 
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Fig. 8. Skin clip in place after hydrocele operation. 


the wound. The blood supply, nutrition 
and healing are not disturbed, and the 
tissues are not traumatized. 

For rapid closure of surface lacera- 
tions on the field of battle, these clips are 
most valuable, as nurses and orderlies 
can apply them during emergencies. 


SUMARIO 


El objeto de la presilla multiple es 
eliminar el uso de suturas para mantener 
unidas firmemente los bordes, hasta que 
la herida esté sana. 

La construccion de la presilla multiple 
previene la estrangulacion de los tejidos, 
oblitera los espacios muertos y evita la 
hemorragia capilar. Agujas y material 
de sutura son completamente eliminados. 
Infeccion 0 abscesos por parte de algura 
sutura abandonada en la herida, es evi- 


Fig. 9. Closure of extensive laceration of groin 
and thigh.) 


tado. Se facilita el rapido cierre de la 
herida, disminuyendo el tiempo de anes- 
tesia. 

Se eliminan molestias al eufermo en 
el momento de retirar las suturas. La 
esterilizacion de las presillas hace mas 
seguro la prevencion de infeccion, que 
usando material de sutura. Los vasos 
sanguineos no son lesionadas y bordes 
limpios y firmemente sujetos facilita 
union por primera intencion. 

Las presillas no interfieren el uso de 
drenage. Se previene la reaccion leucoci- 
taria. La circulacion y nutricion no son 
alteradas y los tejidos no son trauma- 
tizados. Para el rapido cierre de heridas 
en el campo de batalla la presilla es mas 
util, pudiendo en casos de emergencia 
ser aplicados por eufermeras y asis- 
tentes. 


RESUME 


Les agrafes metalliques élimine 1’em- 
ploi de sutures pour effectuer l’union 
des marges des plaies cutanées. Les 
bords de la plaie sont maintenus en con- 
tact Jusqu 4 la guerison. Les agrafes 
n’étranglent pas les tissus; elles oblitér- 
ent les espaces vides et empéchent les 
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hémorrhagies capillaires. Elles dispen- 
sent de l’emploi d’aiguelles et de maté- 
riel de suture et préviennent toute infec- 
tion des points de suture. Ces agrafes 
facilitent la fermeture rapide de la plaie; 
l’anesthésie du malade est ainsi abrégée. 
L’enlévement des agrafes est indolare. 
Leur stérilisation est facile et leur inser- 
tion est moins apte a infecter les tissus 
profonds. Les vaisseaux sanguins ne 
sont point ponctionnes et leur emploi 
obtient une apposition des bords de la 
plaie, facilitant ainsé l’unién par pre- 
miére intention. 

Les drains n’offrent aucune barriére 
a l’emploi des agrafes. La réaction leu- 
cocytaire et |’élimination de matériel 
étranger abandonné dans la plaie ne sur- 
viennent pas. L’apport sanguin la nu- 
trition des tissus et la guérison ne sont 


aucunement dérangés et les tissus ne 
sont pas traumatisés. Pour la fermeture 
rapide des lacérations superficielles, ces 
agrafes sont d’une grande utililé. Dans 
les cas urgents les infirmiers et les 
gardes—malades peuvent les insérer. 


Bs BoxH 


Kouctpyxqua Muulesesckux “clips” taxo- 
Ba, 4TO OHM He yAaBIMBaWT TKAHH, MpHieM 
YAaNAlOTCA MePTBLI€ MpoOcTpaHCcTBa wu Ka- 
IuiIapHoe KposoTeyenue. VMrorzxu u mett- 
HEM MaTepuan ucKtw4awtca. Takum oOpa- 
30M H€BO3MOXHO pa3BUTHe YOBHOTO aOmeca. 
SaliMBaHHe paHb OepeT MeHbIIe BpeMeHH, 
cokpamjaa BpeMa onepanuu. Born uw 6083- 
HHOOIM Up yAanreHuu ux He OHBaetr. [3- 
OerawTcaA yKONE COCyAOB HM paHa X%XUBO 3a- 
*KUBaeT Nap upimam, MoxHo Apenuposarts. 
JleskouutapHad peakuua oTCyTCTByeT. Oru 
“clips” merko u ObICTPpO HakAaAHBAaATTCA, 
4TO JOIKHO OLITS BHITOAHHM Ha MOle OUTBH, 
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Experiences with the Bacon Operation 
for Femoral Hernia 


A. J. MENDILLO, M.D., F.I.C.S., F.A.C.S. 
NEW HAVEN, CONNECTICUT 


HE first step in the operation be- 
gins at a point two inches from the 


pubic spine, and three-quarters of 
an inch above Poupart’s ligament. An 
incision is then made, passing first in- 
wards, parallel to Poupart’s ligament, 
as far as the hernia, or as far as the situ- 
ation of the femoral canal, thence turn- 
ing downwards, in the line of the axis of 
the leg, over the hernial sac to its lower 
border (Fig. 1, A). 

The second step consists in carefully 
‘‘preparing’’ the anterior surface of the 
aponeurosis of the external oblique mus- 
cle in the upper part of the incision for a 
full inch from its reflected border. 

The third step involves the isolation of 
the hernial sac, and the return of its con- 
tents to the abdominal cavity. The her- 
nial sac is drawn down, out of the ab- 
dominal cavity, for a considerable dis- 
tance, freed of its sub-peritoneal fat, and 
opened. The hernial contents are ex- 
amined and given appropriate treat- 
ment, according to their condition of 
viability or otherwise, the sac is then 
transfixed, ligated as high as possible, 
and dropped back (Fig. 1, B). 

The fourth step of the operation con- 
sists in thoroughly cleaning up the pec- 
tineal fascia in the upper part of the 
fossa ovalis, and removing all the fat and 
the loose connective tissue from the fe- 
moral canal. In doing this the crural 
vein must be positively identified. 

For the fifth step in the operation, an 
incision is made in the aponeurosis of 
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the external oblique muscle in the direc- 
tion of its fibres, and about three-quar- 
ters of an inch above Poupart’s liga- 
ment. The incision is extended from a 
point well over the femoral vessels ex- 
ternally, to a point internal to the free 
edge of Gimbernat’s ligament, which has 
been uncovered in cleaning out the fe- 
moral canal and in preparing the pec- 
tineal fascia and the fossa ovalis, and is 
easily identified by the finger in the 
canal. When the incision has been made 
in the aponeurosis, the underlying inter- 
nal oblique and transversalis muscles 
and the transversalis fascia should be 
gently separated from Poupart’s liga- 
ment with the handle of the scalpel, and 
the ‘‘trough’’ of this structure emptied, 
as it were, of its muscular contents, as 
far as the incision in the aponeurosis ex- 
tends. In doing this it is necessary to be 
careful not to ‘‘shred’’ the aponeurosis, 
either at the edge along the incision, or 
along the border of its reflected portion, 
but the free edge of the reflected portion 
should be gently detached from its not 
very intimate connection with the an- 
terior surface of the transversalis fascia. 
When this step has been carried out 
properly, Poupart’s ligament lies 
stretched in its normal position, as the 
chord of the are, running from the an- 
terior superior spine of the ileum direct- 
ly to the pubic spine; while the internal 
oblique and the transversalis muscles 
and the transversalis fascia, now no 
longer supported by Poupart’s ligament, 
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almost sag of their own weight, to lie 
against the horizontal ramus of the pu- 
bic bone, along the pecten ossis pubis. 
The sixth step in the operation con- 
sists in fastening these muscles in their 
new position with appropriate sutures. 
As there is no tension upon these su- 
tures, and since they serve to unite well 
vascularized tissues, rather than purely 
fibrous or tendinous ones, fine chromi- 
cized catgut can be used with perfect se- 
curity, or other material may be substi- 
tuted, if preferred. The sutures should 
be placed with a small, full-curved, stout 


needle (Martin’s needle is best). The 
most important stitch, that next to the 
vein, should be placed first, as close as 
possible to the crural vein, the vessel be- 
ing pressed outwards by the left fore- 
finger while the needle is being intro- 
duced (Fig. 1, C). 

The needle should be entered into the 
muscle, about one-half inch from the bor- 
der, which has just been detached from 
Poupart’s ligament, being introduced 
through the incision in the aponeurosis, 
taking pains not to pick up any of the 
fibres of this structure, and should be 
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made to pass through the internal ob- 
lique muscle, the transversalis muscle 
and the transversalis fascia (it pierces 
the fascia in the region of the ‘‘femoral 
girdle’’). Having passed through the 
fascia, the point of the needle is made to 
dip down in the subserous space, between 
the transversalis fascia and the perito- 
neum (the latter membrane being pushed 
out of the way by the left forefinger in 
the femoral canal) into the true pelvis. 
The point is then carried forward, to- 
wards the fossa ovalis, and pierces first 
that portion of the transversalis fascia 
which lines the true pelvis, 1.e., the pelvic 
fascia; next the fibres of Cooper’s liga- 
mentum pubicum (this ligament forms, 
as already stated, the chief anchor for 
the stitches), then the initial fibres of the 
pectineus muscle, and finally the pecti- 
neal fascia lying upon this muscle, to 
emerge in the floor of the fossa ovalis, 
just at the level of the lower edge of 
Poupart’s ligament. It re-enters the 
floor of the fossa ovalis close to where 
it emerged, and should be carried back 
parallel to its first course, burying itself 
as deeply as possible, to emerge on the 
anterior surface of the internal oblique 
muscle and pass out through the incision 
in the aponeurosis, thus completing a 
mattress-suture (Fig. 1, C). 

The ends should be cut long and left 
untied until two or, in some cases, three 
similar mattress-sutures are pased 
parallel to it, when all should be tied. 
These mattress-sutures are now rein- 
forced by a row of single sutures, hem- 
ming or, perhaps more correctly in seam- 
stress’s parlance, ‘‘felling’’ down the 
curled-up free edge of the muscles to the 
pectineal fascia (Fig. 1, D). In this way 
a flat, muscular surface, of considerable 
extent, consisting of fibres having di- 
verse origins and so supporting different 
stresses, is broadly and firmly secured, 
almost without tension, upon the surface 
of the horizontal ramus of the pubic 


bone. The femoral canal is completely 
obliterated, and inasmuch as only a 
negligible amount of tension is necessary 
to bring the muscles to their new posi- 
tion, the first, or the most external, mat- 
tress-suture can be passed close to the 
wall of the crural vein without danger of 
occluding its lumen, owing to the yield- 
ing and elastic character of the tissues 
held down by the sutures. 

The seventh step is very simple and 
consists merely in suturing the incision 
in the aponeurosis with very fine plain 
catgut, taking care that the needle shall 
enter and emerge very close to the edges, 
and that the suture, which should be con- 
tinuous, is not drawn tight enough to 
raise a ridge. There is absolutely no ten- 
sion on this suture, which is applied only 
to prevent possible accidental gaping 
of an incision whose edges tend to fall 
together spontaneously (Fig. 1, D). 

The eighth, and final, step in the opera- 
tion consists in closing the cutaneous in- 
cision with interrupted sutures of fine 
silkworm gut. 


SUMMARY 


Femoral hernia is a common condition 
in females, but not uncommon in males. 
Most operative procedures for its repair 
fail to obliterate the femoral canal at the 
abdominal end, consequently the high 
percentage of recurrences. The Bacon 
technic obliterates the abdominal end of 
the femoral canal with the use of live 
muscle tissue without tension. It does 
not require a difficult technic, and can be 
performed at all ages and in the face of 
any complication which might arise in 
hernias. It is the only hernia operation 
I know of which produces almost 100 per 
cent cures. During the 32 years in which 
I have performed this operation I have 
never seen a recurrence. 
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SUMARIO 


La hernia femoral es frecuente en la 
mujer y no infrecuente en hombres. 
Muchos procedimientos operatorios tra- 
tan de obliterar el canal femoral, y por 
consecuencia el alto porcentage de reci- 
divas. La tecnica de Bacon oblitera el 
extremo abdominal del canal femoral 
usando tejido muscular vivo sin tension. 
No requirere una tecnica dificil, y puede 
ejecutarse en todas las edades y para 
cualquier complicacién que pueda pre- 
sentarse en hernias. Es la tinica opera- 
cion de hernia que conozco, que pueda 
dar casi un 100 por ciento de curacion, y 
duranto los 32 afios en que he estado 
ejecutando esta operacion nunca he visto 
una recidiva. 


RESUME 


La hernie fémorale est fréquente chez 
la femme et n’est pas rare chez l’>homme. 
Beaucoup des procédés opératoires em- 
ployés pour la guérison de cette condi- 


tion ne ferment pas l’extrémité abdomf- 
nale du canal fémoral; il en résulte un 


haut pourcentage de récidives. La tech- 
nique de Bacon oblitére l’ouverture ab- 
dominale du canal fémoral par |’emploi 
de tissu musculaire vivant. La tech- 
nique n’est pas difficile et est applicable 
a tous les cas. L’auteur nous assure que 
cette technique obtient une guérison per- 
manente dans presque cent pour cent de 
tous les cas. 


BuBorH 


@MemopaibHad rpbxKa BCTpewaeTcA 1aCcTO 
y KeHIJMH HW He Tak pexKo y myxuuH. Boas- 
WI€HCTBO OllepaTHBHHX mponexyp He ycne- 
BaeT JHKBUAMPOBaTh eMOpatbHHh Kanat 
B ero aOJOMHHAIBHONM OKOHEYHOCTH, 110 10- 
BOAY “ero HM WpoucxoAUT GorLMOK nponeHT 
ueygzay. Texuuxa Betikona no3Bomset 06- 
IUTe€PMpOBaTh aOAOMMHAILHYIO OKOHE4- 
HOCTh deMOpaxbHOrO KaHata, ynorpe6saa 
*xuBOH MycKya 6e3 HaTaru. TexHuKa co- 
BeplleHHO He TPpyAHad MH yuoTpeOszseTCA B 
KaKkOM OB He OHIO BOBSPacTe HM pH KaKkOM 
OH To HH OHO ocNOmeHeHHuH. OTO eAHH- 
CTB€HHaA ONepaluA Jawad YyTb-1H He 
100 mpoyeutos ycnemuHx pe3yzbTatos. B 
TeweHuu 32 eT MOeH IpakTMKH A He HCIIH- 
Tal eC MHCTBCHHOK Heyfain pu yuorpe- 
OneHuu 3sTOH ONepanuu. 
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Double Appendix or Solitary Cecal Diverticulum? 


RICHARD M. LEONARDO, M.D., CH.M., F.LCS. 
ROCHESTER, NEW YORK 


HE occurrence of a double appen- 
dix or of a solitary cecal diverticu- 


lum being rare, additional cases 
may well be reported and attention 
called to the possible danger of an erro- 
neous diagnosis. 

A woman, aged 29, was admitted to the 
Rochester General Hospital on August 
12, 1942, with a history of lower abdomi- 
nal pain. Bimanual examination revealed 
a mass the size of an orange in the left 
pelvis, which I diagnosed as an ovarian 
eyst. The rest of her history and her 
physical examination were irrelevant. 

At operation, through a midline in- 
cision, I found the mass was an intraliga- 
mentous cyst, which I carefully enucle- 
ated in the routine manner. The pelvis 
was filled with adhesions, which were not 
disturbed. A chronic salpingitis with hy- 
drosalpynx was present on the right side 
and this was removed. A routine appen- 
dectomy was then done. Since I was 
working on the left side of the patient, 
my assistant removed the appendix. In 
picking up the cecum I remarked that the 
meso-appendix contained a mass the size 
of a large kidney bean, which felt like a 
phlebolith. I promptly forgot about it 
and did not notice when the meso-appen- 
dix was severed that my assistant had 
cut open the tip of the mass. The appen- 
dix was removed and the stump ligated 
in the usual manner, and then as we were 
about to drop the cecum into the abdo- 
minal cavity and begin to close the mid- 
line suprapubic incision, I noticed a fecal 
speck on the cecum, one-quarter inch 
from the ligated appendiceal stump. I 
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removed this with a bit of gauze and then 
observed an apparent opening beneath 
it. Gently pressing on this with a thumb 
forceps, I expressed a very narrow col- 
umn of fecal material about the diameter 
of the lead in an average pencil. I then 
realized that this was a diverticulum or a 
double appendix springing from the 
cecum and enclosed within the folds of 
the meso-appendix, and that it had been 
accidentally opened just at its tip while 
the meso-appendix was being cut 
through during the course of the routine 
appendectomy. I directed my assistant 
to carefully ligate the stump (about one- 
half to two-thirds inch long) and then a 
combined ligature was placed about the 
stumps of the two appendices and the ab- 
domen closed in layers. The patient made 
an uneventful recovery. 

One month later, upon the arrival of 
our new pathologist, he was unable to 
find the severed tip of the second appen- 
dix or diverticulum, because the pre- 
served gross specimen had been de- 
stroyed after the routine waiting period 
of two weeks, since it is customary to 
save only one slide of the specimen. 
Hence, we cannot say with certainty whe- 
ther this diverticulum had two or three 
coats, 7.e., whether or not there was a 
muscle coat, and we also do not know 
whether the characteristic lymph fol- 
licles were present. If no muscle wall 
was present, it may be considered a soli- 
tary acquired or ‘‘false’’ diverticulum of 
the cecum (no others were visible any- 
where in the gastro-intestinal tract), but 
if this diverticulum did contain muscle 
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tissue in its wall, then it should be con- 
sidered a congenital one, or a true in- 
stance of double appendix, whether or 
not the lymphoid follicles were present. 
It is my contention that a congenital soli- 
tary cecal diverticulum and a second ap- 
pendix are one and the same thing, a 
consideration not previously recognized 
either by the author (in 1930) or by any 
other writer on the subject. 

Adams-Ray thinks he can distinguish 
between the two. He states that the ap- 
pendix is apt to be richer in its lymphoid 
content, except in the fetus or the new- 
born, and that the arrangement of the 
muscular wall may vary in the two cases. 
He further says that the appendix can be 
distinguished from the congenital diver- 
ticulum because it is veriform, whereas 
the diverticulum is short and broad; 
also, that the latter is apt to arise from 
an haustrum while the appendix springs 
from a tenial band. Many pathologists 
do not agree with these conjectures. Of 
the 27 cases that Adams-Ray quotes as 
being true double appendices, 18 have 
positive and 9 probable histologic ap- 
pearances. He cites 6 other questionable 
cases, 

My recent case reminded me of a simi- 
lar one I had reported in 1930, under the 
title ‘‘Primary Solitary Diverticulitis of 
the Cecum,’’ and it seems that a brief re- 
view of that case may be indicated at this 
time. 

Quoting from this article: ‘‘I wish to 
report a case I recently operated upon, 
first, because it is very rare, being a case 
of inflammation in a solitary diverticu- 
lum of the cecum; and also because histo- 
logical examination of the removed soli- 
tary diverticulum demonstrated the 
presence of circular muscle fibres in its 
wall, a fact which at least suggests the 
possibility of its congenital origm. A 





*A few other cases have been reported since this time 
with muscle fibre in the wall. 


careful review of the literature reveals 
only one similar case where circular 
muscle fibres were present.* In this case, 
reported by Pereira, all three coats were 
completely present. I am unable to ex- 
plain on an embryological basis, the oc- 
currence of a possibly congenital diver- 
ticulum of the cecum, unless it be true as 
was recently suggested by Greensfelder 
and Hiller that such primary solitary 
cecal diverticula may be due to ‘reten- 
tion in some residual form of the appen- 
dix which appears in embryological life 
but normally disappears before the true 
appendix develops.’ ”’ 

This woman, aged 63, was admitted 
with localized pain over McBurney’s 
point, with nausea but no vomiting. Fol- 
lowing a diagnosis of acute appendicitis, 
operation was performed. The appendix 
was found to be normal but an inflamed, 
solitary diverticulum was found adher- 
ent to the anterior wall of the cecum. 
After separation from the surrounding 
adhesions, it was found that the diverti- 
culum arose from the antero-lateral wall 
of the cecum, about two inches above the 
ileocecal valve. It was about one and 
one-half inches long, tense and con- 
gested, containing a large coprolith. The 
diverticulum was removed and the stump 
inverted with purse-string sutures. The 
normal appendix was likewise removed 
and recovery was uneventful. The patho- 
logic examination revealed that the di- 
verticulum was lined throughout with 
mucosa and contained numerous Lieber- 
kiihn glands. The muscularis mucose 
was present everywhere. Surrounding 
this were a few solitary lymph follicles 
and fatty tissue. A large patch of circu- 
lar muscle fibre was also present, but not 
completely surrounding the diverticulum 
in this particular cross-section. The 
serosa completely covered the diverticu- 
lum and all of the layers were moder- 
ately infiltrated with lymphocytes, plas- 
ma cells and eosinophilic leukocytes. 








Adams-Ray wrote in 1940, that from 
1815 to 1938, only 27 cases (18 histologi- 
cally proved) of double appendix were 
recorded in the literature. Since the ap- 
pearance of his paper, two other cases 
have been reported under this classifica- 
tion by Robertson (1940) and Waugh 
(1941). Adams-Ray neglected to include 
my case (1930) and that of Pereira 
(1927), due, no doubt, to their being 
classified as diverticulum instead of 
double appendix. Histologically, one 
should also search for lymphoid tissue, 
to make the diagnosis of double appen- 
dix more certain. However, in adults 
and sometimes in children, after several 
attacks of appendicitis, this lymphoid 
tissue is destroyed, but the muscular 
coat usually remains, at least in great 
measure. 


My recent case (1942), reported here, 
must be included in the probable or ques- 
tionable group of double appendix be- 
cause no histologic section was available, 
and obviously cases of acquired, secon- 
dary, ‘‘false,’’ or post-traumatic solitary 
cecal diverticule are not to be considered 
as double appendix. Adams-Ray did not 
include any of the cecal diverticule 
among his list of cases of double appen- 
dix. He stated that only 22 cases of cecal 
diverticulum have been reported (up to 
1940), and that these ‘‘lie on the ex- 
terior or the posterior side of the cecum, 
between the tenie,’’ and are different in 
size and shape from an appendix. They 
rarely attain a length greater than 2 or 
3 cm., and a diameter more than 1 em. 
By his own definition, my case reported 
in 1930, as a primary solitary cecal di- 
verticulitis, should be properly consid- 
ered an instance of double appendix, 
since it was one and one-half inches long 
and contained a muscular coat and, in 
addition, a few solitary lymph follicles. 


In addition to my case of 1930, and 
that of Pereira, which Adams-Ray 
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missed, the following cases should have 
been included, because in all of them his- 
tologic evidence of a muscular coat (with 
or without the additional presence of 
charactertistic lymph follicles) was ob- 
served. They are (1) Odgvist and Petrén 
(1931); (2) Epstein (1933); (3) Thom- 
sen (1935); (4) Owings and Morgan 
(1940); and (5) Berg (referred to by 
Braatz). 

In Berg’s case, two appendices arose, 
one from the left and the other from the 
right side of the cecum, the two being 
joined at their tips. Histologically, the 
lumen of both were joined at their tips, 
but the rest of the structure was that of 
a normal appendix. The sixth and sev- 
enth cases were reported by Bennett- 
Jones (1937). In one the muscle coat was 
apparent in two layers, and in the other 
ease of congenital diverticulum the 
pathologic report stated that the muscu- 
lar coat was also present in two layers. 
Microphotographs proved this point con- 
clusively. The other cases (8 and 9) were 
reported by Robertson (1940) and 
Waugh (1941). In all, this makes 38 
proved cases of double appendix—27 col- 
lected by Adams-Ray, my case (1930), 
Periera’s case (1927), and the nine posi- 
tive cases enumerated above. 


In addition to the positively proved 
cases, some of the so-called questionable 
cases are perhaps also instances of dou- 
ble appendix, such, for instance, as my 
case of 1942, herein reported, in which 
positive histologic proof was not avail- 
able, Also classified among the question- 
able cases are two reported by Adams- 
Ray himself, one of a patient who had 
an appendectomy in 1934, and another 
operation two years later, and the second 
of a patient upon whom he operated in 
1937. 


Also classified as a questionable 
double appendix is the case cited by Os- 
trom (1911), in which appendectomy 
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was followed by a second operation, at 
which time no evidence was found of the 
first appendectomy but a ‘‘diverticu- 
lum’? was found, covered with perito- 
neum and lying retrocecally. ‘‘It appar- 
ently originated from the caput coli in 
the region of the former appendix ... 
The process was two and one-half inches 
long, possessed no mesentery, and upon 
section showed a lumen communicating 
with the intestine. It contained several 
fecal concretions.’’ To quote further: 
‘Tn the present case the cecal diverticu- 
lum possessed lymphoid structures, and 
its lumen remained patent, two features 
that perverted its normal transcient life 
and fitted it to assume the role of a per- 
manent organ,’’ and as Ostrom rightly 
summarizes, ‘‘for all purposes, clinical 
or surgical, this diverticulum was an ap- 
pendix; when inflamed it caused similar 
symptoms and required similar treat- 
ment.’’ This case must be classified as 
doubtful double appendix, because no 
mention has been made histologically of 
the presence of a muscular coat. 

Another case classified as questionable 
is that reported by Braatz. .In this case, 
the appendix had been removed ten 
months previously and the patient came 
to Braatz because of a persistent sinus 
through the operative scar. Diagnosing 
it as an abscess, reoperation through the 
fistulous opening was done and a super- 
ficially situated appendix was unex- 
pectedly found and removed. Apparently 
the second appendix had been overlooked 
by the first surgeon, who, perhaps, re- 
moved the non-pathologic appendix and 
left the diseased twin appendix behind. 

In all, Adams-Ray described six 
‘‘questionable’’ cases of double appen- 
dix, but to these I have added the cases 
of Ostrom and my own recent case 
(1942). Undoubtedly, there are several 
other cases that belong in this group. 

In his lengthy discussion of the un- 
questionably proved 27 cases that he 


cites, Adams-Ray divides them into 
three groups. Group I consists of 8 cases, 
all found in full-term fetuses or young 
infants, which displayed numerous other 
abnormalities. He classifies these as the 
‘‘avian,’’ or bird, type of double appen- 
dix. They have many striking similari- 
ties, such as, in addition to twin appen- 
dices, vesical-vaginal communication, 
incomplete development of the colon and 
rectum, and atresia of the anus. The 
eight cases are those described by Bar- 
tels (1867), Emrys-Roberts and Pater- 
son (1906), Hammer (1897), Kermauner 
(1906), Lawen (1913), Berenberg-Goss- 
ler (1913), Tango (1929) and Del Plaine 
(1936). In general, all had completely 
separate appendices arising on opposite 
sides of what corresponds to the ileo- 
cecal opening; all had vesical-intestinal 
communication, an incompletely devel- 
oped colen and atresia ani. All but the 
case of Berenberg-Gossler had ectopia 
vesice. In the case reported by Emrys- 
Roberts and Paterson, the cecum com- 
municated with the cloaca, which had an 
exterior opening. 
Adams-Ray, in reviewing the embryo- 
logic development of the intestines, con- 
ceives that in these eight cases an arrést 
occurred just prior to the fourth week 
before the bladder and cecum were fully 
separated. The material for the appen- 
dix is presumed to exist on each side of 
the cloaca and normally unites at the in- 
drawing place of the fold (Fig. A). 
When these two appendical anlage join 
together, we have one normal appendix, 
and there is complete separation between 
the bladder and cecum (Fig. C). When 
the infolds do not join together, we have 
an abnormal bladder-intestinal commu- 
nication with the presence of a double 
appendix (Fig. B). Presumably, the de- 
velopment of a double appendix without 
bladder-intestinal communication can be 
explained by theoretical Figure D. 
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Fig. A. Fig. B. Fig. C. Fig. D. 


Cooum (—) 1 Ceoum 
‘ D 2 U 
Bladder 
Bladder 


Fig. D. If unfolding 
starts at wrong place. 
1, 2—Anlage of Appendix. 


Diagrams giving plausible explanation for cases of 
double appendix, both with and without bladder- 
intestinal communication. 


Adams-Ray believes the Pratt case 
(1933) to be a transitional form between 
the above group with bladder-intestinal 
communication and the next group with- 
out this defect. In this case, an infant 
operated upon at the age of eleven hours 
for imperforate anus, died of sepsis four 
days later. There was found no vesico- 
intestinal communication and the colon 
was developed down to the sigmoid but 
the rectum was absent. There were 
_ Jateral tenie, ending at the bases of the 
two appendices. 

Adams-Ray divided his second group 
into two sections; that of double appen- 
dix without vesical-intestinal communi- 
cation and where the development of the 
large intestine is complete. Included are 
the cases of Grohé (1900), Schooler 
(1907), Young (1911), Jalaquier (re- 
ported by Berard and Vignard in 1914), 
Berthold (1932), Green (1932), Fleisch- 
man (1815), quoted by Grohé, Kaufmann 
(1922), and Wilson’s case described by 
Cave in 1936. Robertson (1940) and 
Waugh (1941) described similar cases 
after Adams-Ray’s paper was published. 
Also to be added to this group, are the 
nine positive cases that I have already 
added (Leonardo, Pereira, Berg, Od- 
gvist and Petrén, Epstein, Thomson, 
Owings and Morgan) and the two cases 
reported by Bennett- Jones. 

In the second division of the second 
group, Adams-Ray includes cases char- 
acterized by two cecums with an appen- 


dix at the normal site on each. These 
cases were reported by Rokitansky 
(1846), by Merkel in his Tabelle Anato- 
mice Pathologice, and by Greig (1934). 

The third group includes cases in 
which the two appendices are not com- 
pletely separate. They may arise close 
together at the normal site, separated 
only by the fibrous connective tissue of 
the submucosa, and both contained in 
common muscular coats and serosa. 
Cases were reported by Rosenberger 
(1903) and Prentiss (1907). Walthard 
(1931) reported a case in which the ap- 
pendix started from a single point of the 
cecum, then formed two parallel tubes 
for a distance of 25 mm., reuniting to 
form a single lumen for the last 10 mm. 
The whole process had a common longi- 
tudinal muscular coat and serosa, with 
one mesentary, but each branch had a 
separate mucosa, submucosa and circu- 
lar musculature. In the case of Clavel 
and Colson (1933), two appendices were 
found at the usual site, about 1 cm. apart, 
running parallel with distinct lumens for 
their entire length. There was a slight 
fusion at a point near the tip, ‘‘so that 
only the mucose intervened between the 
two lumens.’’ A single artery supplied 
both tubes, which were contained in one 
serosa and a single combined mesentary. 

Another case is that of Elwyn (1924), 
who reports a ‘‘two-limbed’’ process, a 
normal one from the right cecal saccula- 
tion and another limb from the left, 
seemingly fused into a common appendix 
at the tip, each limb, moreover, with typi- 
eal structure as to epithelium, glands 
and lymphoid tissue. ‘‘The lumina of 
the two tubes became continuous at the 
free tip, the common lumen extending a 
short distance.’’ The last case of this 
group is that of Piraja (1934), in which 
the appendix originated at the usual site, 
continued upwards and was adherent 
retrocecally to the cecum, with which it 
communicated freely. 
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For this last group of partially con- 
nected appendices, Adams-Ray suggests 
a possible explanation: ‘‘If one imag- 
ines, first, a fusion of the apices of two 
(appendices) into one lumen, the nearer 
the bases have afterward lain, the 
greater has been the fusion between... 
until we obtain a processus veriformis 
with double lumen.’’ 

Three theoretical explanations have 
been advanced to account for these 
cases: (1) They are instances of a real 
double appendix; (2) they are single 
appendices plus a solitary cecal diverti- 
culum, and (3) they are two cecal diver- 
ticule associated with aplasia of the 
appendix. Careful histologic study by an 
expert pathologist will usually determine 
whether or not the case is one of true 
appendix, that is, of a true or congenital 
cecal diverticulum. The presence and 
arrangement of muscle tissue, and espe- 
cially in younger individuals the charac- 
teristic presence of lymphoid tissue, are 
microscopic evidences that favor the 
diagnosis of true appendices. 


DISCUSSION 


Two cases of double appendix, one cer- 
tain and one probable, occurred in my 
private surgical practice. The recent 
case is especially important because it 
could easily have been overlooked and a 
fatal peritonitis might have ensued. Sur- 
geons should beware of any ‘‘mass’’ in 
the meso-appendix. The occurrene of a 
double appendix also has medico-legal 
significance, because the surgeon may be- 
come exposed to a possible claim for 
damages if inflammation, requiring a 
second operation, occurs. Unless a speci- 
men has been saved to prove the pre- 
vious appendectomy, the surgeon may 
have difficulty in proving he had re- 
moved an appendix at the time of the 
first operation. In the larger cities, hos- 
pitals have pathologists, as a rule, but 
in the smaller rural hospitals this does 


not always hold true, with consequent 
additional risk to the surgeon. One way 
to avoid such risks is for the surgeon to 
look for a second appendix or any other 
abnormality of the cecum, such as a soli- 
tary ‘‘false’’ cecal diverticulum, at the 
time he does his original operation. 

Cases have been reported in which in- 
flammation in the second (and rudimen- 
tary) appendix has been misinterpreted 
as stumpitis, and the former surgeon 
may be unjustly blamed for having re- 
moved a diseased, even gangrenous, epi- 
ploic appendage, and to have mistaken 
this for the appendix in spite of the ab- 
sence of lumen in the former. Moreover, 
in removing an appendix that does not 
appear to be pathologic enough to ac- 
count for the patient’s symptoms, the 
surgeon should bear in mind the possi- 
bility of a double appendix. The second 
appendix, which he may have over- 
looked, may be the one that is actually 
causing the patient’s symptoms. The 
case reported by Braatz nicely illus- 
trates this point. In all of these cases, 
stumpitis must not be confused with a 
second appendix. 

It should also be borne in mind that 
cases of post-operative (traumatic) cecal 
diverticulum frequently occur, as re- 
ported by Bunts (1914), Greenfelder and 
Hiller (1929), and others. Quite recently, 
in removing an appendix extremely ad- 
herent to the cecum, with complete oblit- 
eration of the meso-appendix, I found 
that the cecal wall had been damaged, so 
that within a few seconds a pouch of 
cecal mucosa began to swell out between 
the lines of attachment of the meso-ap- 
pendix to the cecal wall. I promptly 
recognized this quick development of a 
post-traumatic (acquired) diverticulum 
and repaired it by suturing the sero- 
muscular margins over this defect with 
two rows of sutures. Had I not noticed 
this development, the patient would not 
only have been left with a bulging diver- 
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ticulum the size of a hickory-nut, but 
later this might have greatly increased 
in size and could easily have ruptured, 
possibly causing a fatal peritonitis. 

Finally, a surgeon must be on the alert 
to recognize and distinguish between 
double appendix and other conditions 
simulating it, such as the case of self- 
amputation of the appendix, with the 
amputated portion becoming secondarily 
attached to the cecum to suggest a second 
appendix. Such a ease is cited by Gold- 
schmidt and included by Adams-Ray 
among his six questionable cases. The 
first attack of acute appendicitis, during 
which the assumed self-amputation oc- 
curred, was passed without resorting to 
surgery. Later, during another attack, 
Goldschmidt performed an appendec- 
tomy, removing what appeared to be a 
short, but normally developed, appendix. 
He then also noted a nut-sized mass on 
the anterior aspect of the cecum, which 
was covered with omentum, but seemed 
to have a mesentery of its own, thus sug- 
gesting a second appendix. When re- 
moved, however, no aperature was pres- 
ent in the cecum. Obviously, it repre- 
sented the distal portion of the appendix 
that had sloughed off and become at- 
tached to the cecal wall. Histologically, 
it was a true appendix. 
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SUMARIO 


Treinta y ocho casos de apendice doble 
positivamente probados han sido repor- 
tados, ademas de otros pocos probables. 
Solamente por el estudio histolégico 
puede actualmente determinarse si se 
trata de un apendice doble o de un diver- 
ticulo del ciego. La presencia de foliculos 
linfoides y una definida y completa capa 
muscular, esta ultima menos importante, 
establece el diagnostico de un verdadero 
doble apendice. En mi opinion, esto es 
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sinonimo con un solitario y congenito 
diverticulo cecal. 


RESUME 

Trente-huit cas positifs d appendices 
doubles sont rapportés dans la littéra- 
ture. On rencontre aussi dans la littéra- 
ture médicale quelques cos douteux. 
L’etude histologique determine si on est 
confronté par un appendice double ou 
par un faux diverticule cecal. La pré- 
sence de follicules lymphoides et une 
coulhe musculaire définie et relativement 
compléte établissent le diagnostic d’ap- 
pendices doubles. Dans mon opinion, 


case report of eventration of the 
diaphragm made by Senac in 1729. 
Most writers credit Petit as having first 
recognized and named the disease. Petit 
died twenty-five years prior to the ap- 
pearance of his case report. The writ- 
ings of Cruveilhier recognized Béclard 
as the originator of the term. March, in 
1867, reported the first instance of clini- 
cal recognition together with autopsy ob- 
servation. Widenmann, in March, 1901, 
made the first report of roentgen studies. 
Struppler, in May, 1901, made a similar 
report. The case of F.. Schneider pre- 


I ass seer in 1853, referred to a 


ceci est synonyme avec un diverticule 
cecal congenital et solitaire. 


Bu BosH 


AsTop yTBepxfaeT, ITO B AUTeEpaType 
ONuCaHHH TpuUAWAaTh BOCeM CAyyaeB ABOH- 
HOTO YepBOOOpa3sHOrO OTPOCTKa HM HECKOIbKO 
CCMHUTeCILHEX Cry4saeB. TombkKo rucTrororu- 
yeckoe H3y4¥eHHe MOXKeT yTBEPAUTS pasHully 
MexAy ABOMHHM alleHAuKCOM HM TceBAO- 
BepTHKy JOM crenonh KHUIKH. ToabKo Halu- 
uve IMMPOUAHHX PorMKyI0B u Gomee n1u 
mMeHee IT€@ILBHOTO MyCKyJbHOTO cIOA OT1paB- 
AbipaeT AuarHos ABoHOrO oTpoctKa. Ilo 
MH€HHIO aBTOpa TaKOl OTPOCTOK eCTB KOH- 
TeHUTAIbHH AUBepTHKyA clenoh KMMKH. 


sented his diagnostic problem at various 
clinics. Hirsch, in 1900, made a diagnosis 
of hernia of the diaphragm. Wolkmann 
and Becker described the condition as 
dextrocardia. In 1905, Hildebrand and 
Hess, adopting Schlippe’s technic of 
measuring respiratory variations of in- 
tragastric pressure, made a diagnosis of 
eventration of the diaphragm. In 1912, 
von Eggling performed an autopsy on 
Schneider and verified the original diag- 
nosis of Hirsch. Wieting, in 1906, made 
the first and only report of eventration 
of the right side associated with a hernia 
of the left leaf of the diaphragm. 


H. J. Sims, M.D. 








Editorials 





The Significance of the Carotid-Sinus Reflex 
in Biliary Tract Disease 


ness, collapse and even convulsions 

during an attack of biliary colic has 
occupied the attention of surgeons for 
years, particularly since Osler, in 1893, 
called attention to the significance and 
importance of these phenomena. Osler 
suggested that they were caused by the 
intensity of the pain; later, however, he 
considered cardiac standstill a possible 
cause and emphasized the danger of sud- 
den death due to such a reaction. 


More recently, surgeons have given 
thought to the possible interrelation be- 
tween gall bladder disease and cardiac 
dysfunction and it has been noted that 
improvement in the symptoms of coro- 
nary disease and subsidence of certain 
cardiac arrythmias occasionally fol- 
lowed the removal or drainage of a dis- 
eased gall bladder. 


In a study of the sensitizing factors in 
carotid-sinus reflex hypersensitivity, 
Engel and Engel (New England Jour. 
Med., Sept. 24, 1942) found that a hyper- 
active cardio-inhibitory (vagal) type of 
reflex occurred very frequently among 
patients with disease of the biliary sys- 
tem. This suggested increased activity 
of the vagal-reflex arc in this group of 
patients and warranted further analysis. 
Twenty-three patients who entered the 
hospital because of acute biliary disease 
were studied. The authors summarized 
their conclusions as follows: 


r | \HE occurrence of syncope, dizzi- 
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The cardio-inhibitory carotid-sinus re- 
flex was examined in 23 patients with 
more or less acute symptoms of biliary 
tract disease, 13 patients with toxic 
hepatitis and 81 ward patients selected 
at random. Eighteen, or 78 per cent, of 
the patients with biliary tract disease 
had asystole of three seconds’ or more 
duration on massage of the carotid sinus. 
Of these, 11 had common-duct obstruc- 
tion and jaundice, 5 had cholecystitis and 
cholelithiasis, and 2 had the post-chole- 
cystectomy syndrome. In 10 patients 
the carotid-sinus reflex was re-examined 
after the acute symptoms had subsided 
and was found to be negative in six. 
Seven patients had spontaneous symp- 
toms consisting of dizziness, faintness or 
syncope in association with symptoms 
referable to the biliary tract. The five pa- 
tients who failed to yield positive reac- 
tions had cholecystitis and cholelithiasis, 
without involvement of the ducts. Among 
the 13 patients with toxic hepatitis, only 
one showed an overactive cardio-inhibi- 
tory reflex. 

Among the 81 ward patients examined 
at random, only 16, or 19 per cent, 
yielded positive reactions. The diagnoses 
in the positive cases included acute rheu- 
matic carditis, coronary-artery disease, 
arteriosclerosis, cancer of the viscera, 
hyperthyroidism and duodenal ulcer. 

The reaction is considered by the au- 
thors to be the result of a summation of 
afferent impulses and not a sensitization 
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of the carotid sinus itself. The major 
portion of these impulses probably 


arises from afferent end-organs in the 
regions of the biliary tract, but when 
further impulses from the carotid sinus 
are added to the reflex are, the threshold 
of reaction of the vagal centers is 
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reached and cardiac inhibition results. 
The clinical significance of the hyperac- 
tive carotid-sinus reflex is discussed 
from the view of the various sites at 
which the reflex arc may become sensi- 
tized by disease. 








Soviet Military Field Surgery* 


“ALMOST fourteen months of the 
heroic struggle of the Red Army 
against the blood-thirsty Hitlerites 

have elapsed. During this time the army 
has learned new forms of warfare and 
strategy. Owing to the unusually vast 
motorization and mechanization of mod- 
ern armies, the war has assumed a pecul-: 
iar character of fighting operations, 
being carried out in a new fashion. 

‘It is, therefore, easily understood 
that the war medical service, in particu- 
lar the organization of war surgery, had 
to take into account the above peculiari- 
ties to meet the requirements of modern 
warfare. 

‘‘The principles designed during the 
Soviet period reflect the general rise and 
initiative of the forces. Young leaders 
summoned to activity, actively criticized 
the system of the old Czarist army, and 
thoroughly studied the organization of 
war medical service and the field of mili- 
tary surgery, developed during the first 
imperialist war. 

‘‘The chief military medical adminis- 
tration of the Red Army concentrated its 
attention on the medical service of the 
American army, as this corresponds 
more nearly to the suggestions of the 
government, and to the attitude of sci- 





“Reprinted from The Military Surgeon, December, 
1942, 91: 637. 


entific circles. The aims of the military 
medical administration were as follows: 

1. War-time surgery should be founded 
on the achievements of modern science, 
both theoretically and practically. 

2. War-time surgery should be carried on 
by competent physicians. 

3. The organization of military medical 
service in the field of surgery in particu- 
lar, should have an inexhaustible sup- 
ply of materials, such as drugs, bacterial 
preparations, equipment, instruments 
and X-ray apparatuses. 

4, Special attention should be paid to the 
health of the army personnel, primarily 
to preventive inoculations. 

‘According to these principles the 

military medical service has been or- 
ganized as follows: 

1. The specialization principle has been 
followed with regard to surgery, as well 
as to therapeutics and hygiene. 

2. Much care has been given to the instruc- 
tions of specialists in: 

(a) Major abdominal surgery. 
(b) Traumatology. 

(c) Mandibular facial surgery. 
(d) Neurosurgery. 

(e) Roentgenology. 

(f) Internal diseases. 

(g) Epidemic affections. 

3. All outstanding authoritative physicians 
of the country have been mobilized to 











serve as chief surgeons in the army and 
at the.front. This similar principle has 
been followed with regard to other spe- 
cialties. 

4. The chief military medical administra- 
tion of the Red Army disposes of a suffi- 
cient number of military schools to meet 
the requirements in medical personnel. 


‘‘The military medical organization 
was thereby able to fill the vacancies of 
leading administrative officials, and con- 
scription of physicians during the cur- 
rent patriotic war did not present any 
difficulties. Both at the call of our lead- 
ers, and on our own initiative, taking 
into account the general political situa- 
tion, our society has been organizing, 
within recent years, congresses and spe- 
cial conferences on the problems of de- 
fense. Hence, all branches of medical 
work have been drawn on to deal with the 
ideas and practical problems of defense. 


‘‘Great experience has been gained 
from the severe battles against the foe, 
and consequent correctives were made in 
the organization of the military medical 
service. Thus the problems of blood 
transfusions were revised by supplying 
the army with medicines, bacterial 
preparations, instruments, etc. Many 
modern concepts and problems were like- 
wise revised, and a study made of tox- 
oids, bacteriostatic and sulphamide 
preparations, etc. The technic of Rus- 
sian operations is widely known, and 
many of them have been approved 
abroad. Our instrument and chemical in- 
dustries have started mass production 
and are able to supply the army and rear 
with chemical preparations and instru- 
ments. 

‘‘The number of surgeons at the pres- 
ent time exceeds the total number of phy- 
sicians in the Czarist army. Our physi- 
cians are full of vigor and patriotic en- 
thusiasm. They reveal the maximum 
initiative wherever they are. At the 
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front, both physicians and the whole 
medical personnel work shoulder to 
shoulder with the army men, showing 
examples of heroism and courage. 

‘‘Surgical service, now in progress, 
has revealed the results of the pre-war 
preparatory work. One may see the old 
venerable surgeon-professor, as well as 
the younger one, both aiming at helping 
the front. There they occupy the posi- 
tion of army surgeons; they participate 
in performing operations, which is their 
main function. No wonder, then, that we 
have achieved a 70 per cent return of the 
wounded to the front! 

‘¢Many medical men have been highly 
decorated—not a few perishing in the 
fight for their fatherland. Their memory 
will be venerated—their heroic deeds 
and self-sacrifices live. The fatherland 
will never forget their names. 

‘“At the present time our struggle has 
reached a point where extreme strain has 
to be exerted in all kinds of activity. Be- 
yond a doubt, we shall find the necessary 
vigor and source of energy. All nations 
of the Soviet Union share in their su- 
preme love for the fatherland and their 
will to exterminate Fascism and its ad- 
herents. Our front and rear form an in- 
tegral whole. 

‘‘However, in our struggle for the 
common interests of all progressive hu- 
manity against Hitler’s aggression, we 
are looking forward to more efficient as- 
sistance from our allies. The German 
Fascists are oppressing numerous na- 
tions, and threaten slavery not only to 
the Russians, but to Englishmen, Ameri- 
cans, and others as well. Many people 
well realize this menace, and it is, time 
for all people to understand that their 
own independence and the fate of democ- 
racy are to be decided in Europe—that 
the main foe is Hitler Germany. The 
military machine of German Fascism 
should be crushed by the joint efforts of 
all allies. 









vs -— Aw 


wae ss eS t eS eS. = 


Se nana oO 








q 
a 
be 

ie 








NIKOLAI BURDENKO 75 


‘‘Our military medical service is head- 
ed by the corps physician, I. Smirnov, an 
energetic man of great erudition and ini- 
tiative. It is due to his endeavors, in in- 
troducing all the achievements of modern 
science into the military medical service, 
that our organization is in a position to 
solve the many complex problems of this 
gigantic war. Unprecedented experience 
has been gained in the military field of 
surgery. New original forms of tactics 


have been developed, such as the func- 
tion of a physician in group-war. 
‘‘Space does not permit us to discuss 
the details here, but we are ready to 
share them with our American col- 
leagues. They may learn many instruc- 
tive suggestions, and will, presumably, 
avail themselves of the experience of 
Russian physicians, in their forthcoming 
battles against the German Fascists. ’’ 


Nikolai Burdenko, M.D., F.I.C.S. (Hon.) 





Renal Calculus 


view of the subject of renal calculus, 

Randall (Trans. New England Sec- 
tion Am. Urol. Assn., Dec. 4, 1941) con- 
cludes that certain axiomatic statements 
can be made now regarding the genesis 
of calculus. Of the five general theories 
of stone formation (avitaminosis A, hy- 
perparathyoridism, infection, stasis and 
colloidal imbalance), none gives a truly 
complete answer. Calculus is now con- 
sidered only a symptom in a much wider 
problem. There must be found a common 
denominator for its origin—something 
that will act as a nidus to which the earli- 
est crystal, whatever it may be, can at- 
tach itself. For this we must go beyond 
the occurrence of a visible calculus. As 
contributory factors, we know that not 
only certain metabolic, dietary, infec- 
tious and pathologic conditions can pro- 
duce the renal damage, but also that with 
such conditions the hyperexcretion of 
certain urinary salts, actually in super- 
saturation verging on _ precipitation, 
must also occur. When these two condi- 
tions meet in the renal calyx, crystals are 


[ AN exhaustive and illuminating re- 





deposited which eventually grow into a 
primary renal calculus. 

As to the prevention of stone forma- 
tion, present knowledge allows us to de- 
mand, among other things, a prompt and 
complete stone analysis. There is rarely 
a truly pure stone, but when 90 per cent 
of a stone is of one salt it should be con- 
sidered pure for that salt alone. If uric 
acid predominates, a careful metabolic 
study is urged, together with the ad- 
ministration of citrocarbonate or a simi- 
lar drug, to find the dose that will raise 
the urinary pH to 6.0 and keep it at this 
level. 

The oxalate is also a difficult problem. 
Dietary regulation is not dependable 
and moderate alkalizination may be 
tried. In both of these salts, clearing up 
all focal infection and the daily ingestion 
of at least 2,000 cc. of water are para- 
mount. Calcium phosphate stone-makers 
should be studied to ensure a_ well- 
balanced diet, and tested especially for 
hyperparathyroidism. If the test is posi- 
tive or even suggestive, exploration of 
the neck is urged. The ingestion of large 
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quantities of water daily is perhaps the 
best answer to the problem of preven- 
tion, for, given a dilute urine there is lit- 
tle likelihood of sufficient concentration 
for any salt to be deposited as crystals, 
whether or not there is a nidus. 
Randall concludes that, although we 
have a much better control of stone for- 


founder of modern anatomy, dis- 

covered that life could be main- 
tained after opening the thorax of ani- 
mals to study the motions of the heart by 
blowing air through a tube directly into 
the trachea. It is to be recalled that one 
of the chief functions of respiration was 
to aid in the circulation of the blood. 
Robert Hook proved this erroneous in 
1667. He gave an account of his experi- 
ment which his colleagues questioned, 
and repeated the procedure on Oct. 29, 
1667, before the Royal Philosophical So- 
ciety. 

‘‘The thorax was displayed by the cut- 
ting away of ribs and diaphragme; and 
after that the pericardium of the heart 
also was taken off. The dog was kept 
alive by the reciprocal blowing up of his 
lungs with the bellows, and they suffered 
to subside, for the space of an hour or 
more, after his thorax had been so dis- 
played, and his aspera arteria cut off 
just below the epiglottis, and bound on 
upon the nose of the bellows. Upon ceas- 
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mation today than a decade ago, and 
with better cooperation of the patient, 
there is still much to be done toward the 
clarification of the problem and its com- 
plete pathologic aspects. 


A. L. Wolbarst, M.D. 





ing this blast from the bellows and suf- 
fering the lungs to fall and lye still, the 
dog would immediately fall into dying 
convulsive fits; but he was soon revived 
again by renewing the fulness of his 
lungs with the constant blast of fresh 
air.’’ 

He observed that blood actually circu- 
lated in the lungs throughout the experi- 
ment, and concluded that the motion of 
the lungs contributes nothing to the life 
of the animal. It is not known when the 
bellows were used as a means of resusci- 
tation. In the latter part of the eight- 
eenth century, bellows were in general 
use and were recommended by the 
Royal Humane Society. The date of in- 
tubation for keeping the air passage 
open is not known. Desault accidentally 
injured the trachea in an attempt to 
force esophageal feeding and observed 
that the larynx tolerated the presence of 
the tube. From the observation he de- 
vised the technic of introducing a cathe- 
ter into the trachea for obstruction of the 


larynx. 
H. J. Sims, M.D. 
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Peruvian Chapter News 


the International College of Sur- 

geons, delivered an address on 
Surgical Rehabilitation last September, 
1942, in the auditorium of the Work- 
men’s Hospital, Lima, Peru. He de- 
scribed the modern concepts of surgical 
rehabilitation and stated that he believed 
the percentage of bone injuries would be 
much higher in this war, due to the mod- 
ern conditions of mechanized and air 
combat. He defined rehabilitation as the 
return of an invalid to society in a physi- 
cal condition in which he might sustain 
himself and become a factor of produc- 


D* FRED H. ALBEE, President,of 


tion in the community. The state of New. 


Jersey was cited as an ideal example of a 
rehabilitation center. Not only is the 
surgeon concerned in the rehabilitation 
of an individual, but specialized centers 
of education and training are impor- 
tant. Thousands of rehabilitated in- 
valids are working today in United 
States war industry through specialized 
training. 

Dr. Albee projected two films, one ex- 
hibiting the technic employed in bone 
graft of the patella for the treatment of 
pseudoarthrosis, secondary to a trans- 
verse fracture of the patella. The func- 
tion of the new saw invented by Dr. Al- 
bee for bone grafts was observed in this 
film. The second dealt with the treat- 
ment of rehabilitation of the crucial 
ligaments of the knee joint. 

Dr. Constantino Carvallo, Minister of 
Public Health, Work and Social Pro- 
vision, opened the address. 

Dr. Francisco Grafia, President of 
the Peruvian Chapter of the Interna- 
tional College of Surgeons, gave the fol- 
lowing address: 








Dr. Francisco Grafia 


‘‘There is an aspect of medical progress 
that consists of the continuous, anonymous, 
universal and silent efforts of scientists all 
over the world, who study and labor conscien- 
tiously and with fervor. This results in the 
slow accumulation of new facts, new inter- 
pretations, fortunate inventions or revealing 
symptoms, improved technics or efficient 
remedies. The immense material thus accu- 
mulated is selected and crystallized as time 
goes on and leaves us a continuous legacy of 
progress and perfection. But the great re- 
forms, the discovery of new methods of re- 
search or new means of fight against diseases 
for eternal and everlasting achievements, 
have always been the work of selected spirits. 

‘*T shall not recall all the past of medicine 
since its origin in the mysterious India or 
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during the splendid era of Greece and Rome ; 
the dark and contemplative Middle Age or 
the period of Renaissance, that represented 
the return to light and reason; not even the 
important times of the Seventeenth and 
Eighteenth Centuries, these vital periods of 
history in which the medical doctrines were 
established aceording to the great concep- 
tions of human thinking. All I shall recall 
will be the years since the middle of the Nine- 
teenth Century up to the present time, and in 
which the transition of hypothesis and the- 
ories have reached their climax in full domi- 
nation of experimental determinism. Medical 
science has conquered more truth during this 
time than in all its secular past. The intellec- 
tual production is incalculable in this very 
short period of time, the scientific institu- 
tions, academies, medical schools, societies 
and other different groups, and thousands 
and thousands of devoted unknown heroes 
who have dedicated their lives to research and 
study. There is the exuberant and enormous 
medical literature of the last one hundred 
years that guards, coordinated and con- 
structed, this immense wealth of human 
knowledge. But I shall repeat that the glori- 
ous edifice of modern medicine reposes to- 


tally on the foundations erected by the genius 


of the great reformers. 
‘‘Morton and Simpson, who discovered 
narcosis, broke down the great obstacle that 
prevented development of surgery. Lister 
was immortalized in founding antiseptic sur- 
gery. The superior genius of Pasteur created 
bacteriology, vaccination, serotherapy and 
asepsis. Roentgen achieved the miracle of 
making dark bodies transparent. Ehrlich with 
arsenobenzol initiated the positive chemo- 
therapy whose horizons were clearly foreseen, 
and Domagk with the sulfonamids converted 
in fertile reality Ehrlich’s dreams—the tera- 
pia sterilizans magna. Freud revealed the su- 
preme importance of subconsciousness, illu- 
minated and revolutionized the concept of 
physiology and pathology of the soul and its 
intimate reciprocal dependence with the 
physiology and pathology of the body. 
“‘There is not one aspect of actual medical 
biology, surgery, psychiatry, and social hy- 
giene which did not find a reason to be, its 
ways of conduct, its means of action, the mo- 





tives for its progress and its triumphs in the 
fundamental principles of those reformers. 

‘‘Tt is not the task of the moment, nor 
could I do so, to outline the state of medicine 
in the actual world, not even with reference 
to only one center of-importance. But you 
will permit me as an honor to the illustrious 
man of science who is visiting us, and to 
show more clearly the high position to which 
he attained, to recall to memory some of the 
eminent personages of North American sur- 
gery, and their valuable contributions to uni- 
versal science. 

‘Of course, in the first half of the Nine- 
teenth Century, surgery continued the tradi- 
tion of the Eighteenth Century following 
predominantly the preanesthetic era and be- 
fore Pasteur. In it shone without doubt 
figures such as Physick, considered the ‘‘Fa- 
ther of American Surgery,’’ Post, King, the 
Warrens and ‘MacDowell, contemporaries to 
Bell, Cooper, Coles, Brodie, Syms and Fer- 
guson, in England; Larrey, Depuytren, Lis- 
frane, Delpech, Velpeau, Malgaigne, Nélaton, 
in France; Langebeck, Dieffenbach, Graefe, 
Strohmayer, in Germany; Nicoladoni, Loreta 
Pietro, Bassini, Nigrisoly, Rizzoli, Paci, and 
Codivilla, in Italy. However, at the second 
half of the century there appeared Sims, 
whose name we recall for the peculiar lateral 
position for gynecologic examination, his 
speculum, his operation for repairing fistulas 
and his important work ‘‘Clinical Notes on 
Uterine Surgery.’’ Emmet, the initiator of 
plastic surgery of the feminine organs; 
Batey, of the renowned Medical College of 
Philadelphia, the first to suggest oophorec- 
tomy, and other operations of the uterine ap- 
pendages. Later, Bigelow, Professor at Har- 
vard Medical School, who was the first to 
excise the hip-joint in America, and who also 
introduced the surgical procedure of litho- 
lapaxy or lithotrity for rapid evacuation of 
vesical calculus. Gross, of the Jefferson Medi- 
eal School, the greatest American surgeon of 
his time, and one of the best urologists of 
that epoch in the world. Keen, of the same 
medical school, a brilliant and skillful opera- 
tor, particularly in brain diseases, author of 
The System of Surgery, the best American 
work of its kind. Senn, a great surgeon and 
master to whom we are indebted for the 























greatest progress in gastro-intestinal surgery. 
McBurney placed on a sound base the diag- 
nosis of appendicitis. Hartley, initiator of 
intracranial neurectomy. The _ brothers 
Charles, Horace and William James Mayo, 
famous unforgettable surgeons, creators of 
technical procedures, in truth, geniuses in 
systematizing and organizing medical assist- 
ance; their clinic in Rochester has not only 
elevated the intellectual level of the doctors, 
but has founded a true aristocracy of pro- 
fessional conduct. Kelly was during half a 
century a figure of the first order, a great 
teacher to whom gynecologic surgery is in- 
debted for its great progress. Halsted, who 
simultaneously with Bassini, practiced the 


‘radical cure of inguinal hernias. Crile, of 


Ohio, author of notable experiences regard- 
ing surgical shock, creator of anoci-associa- 
tion of block dissection of the lymphaties in 
eaneer. Cushing, Profesor of Johns Hopkins 
and of Harvard, one of the greatest neuro- 
logic surgeons of the world. Murphy, the most 


noted master of surgery of the present time, 


inventor of numerous methods of intestinal 
suturing and who did an epoch-making work 
in the production of cholecysto-intestinal, 
gastro-intestinal, entero-intestinal anastomosis 
and approximation without sutures by means 
of a special button. 


‘‘At the beginning of the present century 
another outstanding figure in American sur- 
gery loomed on the horizon. I refer to that 
greatest surgeon, Fred H. Albee. 


‘* Already in the year 1809, Merrem success- 
fully transplanted boneplates in the skull of 
animals, and Walther and Ollivier nearly a 
century ago demonstrated the reliability of 
this method of autogenic bone grafts. Mac- 
ewen, Frangenheim, MacWilliams, Phemister 
and, above all, Albee, proved besides the reli- 
ability of the ‘‘taking’’ power of autogenous 
grafts and, what is most valuable, proved that 
if the grafts have to assume a function they 
are able to adapt themselves according to 
Wolf’s law (structure, dimensions, resistance, 
ete.). Carter, lastly, proved that the graft 
could subsist without being in contact with 
another bone, as observed in many cases of 
nasal prosthesis that remained in the midst 
of soft tissue. 
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‘‘The importance of Professor Albee’s work 
is that it has been created by beginning with 
simple data of an experimental character and 
extensive, innumerable experiments with the 
evolution of a technic, indications and instru- 
ments absolutely his own. The value of a re- 
form in medicine or surgery is measured by its 
amplitude and extension of the benefits re- 
corded in the results of its use and in this 
sense few advances made in modern surgery 
have had more ample projections and efficient 
applications than that of bone grafts. 

‘Tn the vast history of orthopedics and of 
reparative surgery, in surgery of today the 
work of Professor Albee is outstanding and 
his ‘‘Surgery of Bone Grafts,’’ is a valuable 
and original contribution to surgical litera- 
ture. 

‘*A particular and very interesting aspect 
in the evolution of modern medicine, is its 
tendency to become international. The con- 
vention of Geneva that gave birth to the Red 
Cross in 1863 and in which many nations 
agreed to become neutrals in the fields of 
battle, wounded and sick, doctors and nurses 
alike, was the first manifestation. We know 
that this movement was profoundly noble and 
human, and it carries on its mission today 
with respect and abnegation in all the world. 

‘‘Another good sign of such an inclination 
appears in the award of the Nobel prize, with- 
out any consideration of the question of na- 
tionality, and thus it has honored von Behring, 
Ross, Finsen, Pavloff, Koch, Golgi, Cajal, 
Kocher, Kossel, Gullstrand, Carrel, Laveran, 
Roentgen and others. ; 

‘‘An equal demonstration of this interna- 
tionalism we observe in the generous gifts of 
several American capitalists, such as Rocke- 
feller and Phipps, who have invested huge 
sums in research work, in sanitary cam- 
paigns, in schools of medicine, all carried on 
in the varied countries of the universe. 

**In 1935, there was founded in Geneva, 
Switzerland, the International College of 
Surgeons, an organization totally scientific, 
without any commercial basis, whose’ princi- 
pal purpose is to bring together surgeons 
from all parts of the world in a common labor 
for the progress of science, to guarantee pro- 
fessional ethics, to stimulate research and to 
award prizes of merit and conduct without 
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distinction of race, nationality or faith. The 
motto of the institution is Pro Humanita- 
tis and its basic dogma is inspired in the 
sayings of Pasteur: ‘Science has no country, 
because knowledge is the patrimony of hu- 
manity and is the flame that illuminates the 
world.’ 

‘‘The International College of Surgeons 
from that date has celebrated congresses and 
reunions in America and elsewhere and its 
membership today is from all countries in the 
world. The presence here of the Minister of 
Public Health gives prestige to this conference 
which is held under the auspices of the Peru- 
vian Chapter of the International College of 
Surgeons, in whose name I address these 
words to Professor Albee, Preident of the In- 
ternational College, who is doing a work of 
intellectual research in the Americas. 

‘*Tt is a new era in the history of medicine, 
an era of cosmopolitanism that distinguishes 
it for the close intercourse of representatives 
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of science in the world. Only when men un- 
dertaking the same beliefs, follow equal pur- 
poses, is it possible to develop between them 
a sincere spirit of union in spite of the bitter 
situation and the tragedy that is flowing 
across the world. It is our duty to stimulate 
ourselves because perhaps science one day 
will traverse all the frontiers and demand a 
creed of peace, of harmony and dignity in 
human relations. 

‘*Tt seems an unavoidable law in all human 
relations that when it accomplishes its pur- 
poses and reaches the crest desired, we find 
all roads leading downward, even towards the 
abyss. Only science is free of this fatality, 
because it never follows limited or narrow 
interests; it does not recognize the end of its 
task or the limit of its scope of progress and 
perfection, because its ideals are beyond that 
which perishes and that which is human and 
is lost in the contemplation of the infinite.’’ 
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BOOK REVIEWS 


Urological Diseases of Pregnancy. By E. Granville 
Crabtree, M.D., Urologist to the Boston Lying- 
In Hospital. With a signed chapter by George 
C. Prather,.M.D., Assistant Urologist to the Bos- 
ton Lying-In Hospital. 472 p. 158 fig. (some col.). 
Little, Brown & Co., Boston, 1942. 


HE author has collected in this work of nearly 

500 pages a vast fund of knowledge, much of 

it not readily accessible, dealing with the 
problems of the kidney during pregnancy. He has 
thus produced a most timely and opportune con- 
tribution to the subject of urology, as influenced by 
pregnancy and childbirth. It is not generally recog- 
nized that the pregnant woman harbors or creates 
factors which have the effect of modifying the common 
diseases to a considerable degree, so that the usual 
therapy applicable to the non-pregnant woman may be 
of no value to the pregnant woman and, in fact, may 
even be harmful. Dr. Crabtree has emphasized this 
fact in considering the effects of pregnancy on the 
urinary system. This volume is intended to correlate 
the urologic diseases of pregnancy with general medi- 
cine and general urology. In this aim the author has 
succeeded remarkably well. He has presented detailed 
studies of the anatomic and physiologic changes 
which occur in pregnancy, and has interpreted them 
in terms of his 20 years of experience in this 
field. He shows that although pyelonephritis has 
been the dominant interest in the urology of preg- 
nancy, it is but one of many conditions which must 
be considered, such as toxemia, diabetes and ad- 
renal dysfunction, to mention a few of the most 
important, With few exceptions, he believes that all 
our knowledge to date points to the concept that 
changes in the urinary tract in pregnancy are 
physiologic and not pathologic, which seems plaus- 
ible, since pregnancy is a physiologic and not a 
pathologic state, although the borderline of the 
pathologic is not far distant. He states that treatment 
by antiseptics does not change the original condition 
of the stagnant urine in the atonic channels, which is 
the primary etiologic factor in their occurrence. The 
highest percentage of cures with the newer antiseptics 
does not exceed 70 per cent. The effect of the endo- 
crine changes which follow the implantation of the 
ovum within the walls of the uterus is stressed. Preg- 
nancy, like the catamenia, constitutes a hormonal im- 
balance which may disturb the function of the urinary 
tract. In other words, a balanced system of forces is 
at work which change, as a whole, when any one 
factor is modified. While pressure of the gravid uterus 
is the greatest force acting to produce stasis in the 
urinary passages, the endocrines are the factors 
which produce atony of the channels, without which 
some pregnant women would show no variation 
from normal during pregnancy. The author lays em- 


phasis on the work of Traut and his coworkers, who 
showed that in the first four months of pregnancy 
there is a distinct tendency to dilatation of all the 
smooth muscle organs. Obviously, this is necessary 
to permit the uterus to dilate. It also accounts for 
the atony of the lower bowel and the consequent 
constipation which is so common in pregnancy, and 
is largely responsible for the dilatation of the uterer 
and the renal pelvis. This knowledge of the hormone 
action on the body channels bids fair to change our 
long-held concept of urinary and intestinal obstruc- 
tion being due solely to the pressure of the uterus. 
This interesting work presents so much that has 
been generally unrevealed, except to a few, that it 
must be accepted as a most valuable contribution 
to the literature of pregnancy and its effects on 
urinary function. It ends with an illuminating 
chapter on the renal contraindications to preg- 
nancy, which every practitioner should carefully 
study. Needless to say, this reviewer commends it 


unreservedly. 
A. L. Wolbarst 


The Pathology of Trauma. By Alan Richards Moritz, 
M.D., Professor of Legal Medicine, Harvard 
Medical School; Pathologist, Massachusetts State 
Department of Public Safety. 386 p. 117 fig. Lea 
and Febiger, Philadelphia, 1942. 


URING the past 15 years a group of scholars 
D in Boston has been making an intensive study 

of all phases of medico-legal problems. This 
small volume presents the pathology of trauma in a 
new form in the following chapters: ‘‘ Mechanical 
Injuries;’’ ‘‘ Trauma and Infection;’’ ‘‘ Trauma and 
Tumors;’’ ‘‘ Mechanical Injuries of the Cardiovascu- 
lar System;’’ ‘Mechanical Injuries of the Respira- 
tory System;’’ ‘‘Mechanical Injuries of the Ali- 
mentary Canal;’’ ‘‘Injuries of the Liver, Gall 
Bladder, Bile Passages, Pancreas and Spleen;’’ ‘‘In- 
juries of the Urogenital Tract;’’ ‘‘Injuries of the 
Central Nervous System,’’ and ‘Injuries of the 
Skeleto-muscular System.’’ Each chapter has an 
extensive bibliography. 

The book reveals that the author has done a great 
deal of research work, which is presented in a com- 
pact manner. The photographs and microphotographs 
are taken from cases studied by him in Boston, 
Cleveland, Chicago, the Army Medical Museum, 
Edinburgh, Vienna and Berlin. The descriptions 
are based on thorough knowledge of pathologic 
anatomy, physiology, chemistry and experimental 
pathology. 

The author and publisher are to be congratulated 
on producing a monogram at this time which is of 
value to everyone treating injuries. 

W. J. Carson. 











Alimentacion y Nutricion en Columbia. By Jorge 
Bejarano, M.D., Professor of Hygiene, University 
of Bogota; Honorary President, Pan-American 
Sanitary Office, Washington, D. C.; President, 
Tenth Pan-American Sanitary Congress. 170 p. 
Editorial Cromos, Bogota, 1941. 


S THE author states in the preface, this book 
has been written primarily for teachers, stu- 
dents and politicians who should be concerned 

with the problems of nutrition in their native land. 
The first chapters deal with the importance of nu- 
trition in the physical and mental development of 
the individual and their influence on the race and 
the nation at large. The concluding chapters discuss 
the dietary habits of the various regions of Colom- 
bia, and stress that the solution of these nutritional 
problems depends above all on the correction of bad 
habits through education and such eéonomie réad- 
justments as to permit the proper feeding of the 
urban and rural workers. 

Because the same nutritional problems affecting 
Colombia are found also throughout the countries 
of the Pacific Coast of South America, this book 
should be read by everyone in those countries re- 
sponsible for the solution of these problems. 

A. R. Larrain 


BOOK REVIEWS 


Tratado de Patologia Quirirgica General. By Man- . 


uel Bastos Ansart, M.D. 879 p. 489 fig. 2nd Ed., Edi- 
torial Labor, S.A., Buenos Aires, 1941. 


HE first part of this book deals with trauma- 

tisms in general and is divided into twelve 

subheadings (contusions, wounds, mechanical 
injuries, vascular traumas, injuries_to the nerves, 
bones, articulation, the effects of gases in warfare, 
frostbite, etc.). This section is thoroughly prepared, 
with a consideration of the complications encoun- 
tered in the various traumatisms. The second part 
deals with a discussion of infections, comprising im- 
portant and timely subjects besides the recognized 
entities of granuloma inguinale, botryomycosis, ete. 
Surgical dystrophies are discussed in the third part, 
with a variety of considerations, such as the heredi- 
tary constitution of the individual, congenital mal- 
formations, dystrophies of all systems, ete. The last 
part deals with a discussion of tumors and neo- 
plasms. The book contains a good bibliography with 
each chapter and is well illustrated. This is a splen- 
did work for those who read Spanish. 

M. THOREK. 


Behind the Mask of Medicine. By Miles Atkinson, 
M.R.C.S., L.R.C.P. 348 pp. $3. Charles Scribner’s 
Sons, New York, 1941. 


HIS word map attempts to analyze and re- 
hearse the more immediate problems of the 
medical profession and tenders some sugges- 
tions which, if not entire solutions, point paths of 
improvement. In an open, engaging style the author 
‘‘talks matters over’’ with the reader rather than 
foists opinions. Criticisms of methods and proce- 
dures are those of broad understanding of his own 
specialty and betrays a rather diffuse understanding 


of others. For example, he states that ‘‘the blood 
count is the only laboratory procedure which is abso- 
lute.’’ This, of course, is not true. The statement 
that ‘‘some small boys keep for preference their 
testicles high up out of the way where they do not 
develop properly’? is also a fallacy. 

Medicine is treated with recognition of its influ- 
ence upon civilization and in its less spectacular 
realm of doctor and patient. It is held to be foremost 
among the social sciences, The floodlight of knowl- 
edge of the past century, uncovered faster than 
assimilated, has lef€ the world of medicine be- 
wildered. 

The writer defends the important role of;, the 
family doctor and attacks specialization as over- 
done. He emphasizes that only upon the inclusive 
training acquired in general practice should a 


‘ doctor venture into a particular field. Excesses in 
‘surgery are denounced as a erying evil, whether 


accredited to fads or to operators akin in ethical 
standards to ambulance chasing lawyers. Warning 
is sounded to hold sacred that ‘‘ priceless quality’’ 
more valuable than science, more precious than art, 
that intangible urge, call of integrity, tradition or 
spirit that makes of a man the physician. 

The plight of the hospitals, topheavy with system 
and expense, forced through necessity to practice 
not on the upgrade, is discussed. Many of the more 
colossal structures were erected in the flashing pros- 
perity of the 20’s on a scale of upkeep not adjust- 
able to the strained purse of the 40’s. The burden 
imposed by these institutions upon doctors unpaid 
for their labors is unfair, This chapter can be read 
with profit by hospital superintendents, trustees and 
managers. . 

Socialized medicine is presented in the light of its 
advantages, with an inference between the lines 
that the opposition of the profession is only, in re- 
vised form, the antagonism which this conservative 
body has traditionally held against the acceptance 
of the new. Doctors are boldly warned to formulate 
their own plan or to be ready to accept as the al- 
ternative that which the Government will otherwise 
devise. 

The laity is not especially served well by some 
statements, but the informed physician who can 
evaluate matters germane to the practice of medi- 
cine may find in the book food for reflection and 
pointers to the ‘‘signs of the times.’’ 

J.C. B. 


The Diagnosis and Treatment of Cardiovascular Dis- 
ease. By William D. Stroud, M.D., Professor of 
Cardiology, University of Pennsylvania Graduate 
School of Medicine. Published in 2 volumes. I’. A. 
Davis Co., Philadelphia, 1941. 


IR THOMAS LEWIS, in the Foreword of this 

book, stresses the excellence of the 56 leading 

contributors. The type arrangement, subject 
matter and illustrations are well chosen. At times 
there is an overlapping of subject matter because of 
the large number of contributors, but this does not 
detract from the excellence of the subject. The sur- 
gical side of cardiovascular disease is well covered. 
All of those interested in the practical side of cardio- 
vascular disease will find these volumes well worth 


reading. 
HERBERT SACHS. 
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American Jewish Physicians of Note. By Solomon 
R. Kagan, M.D. 129 fig. $5. Boston Medical Pub- 
lishing Co., Boston, 1942. 


sketches of noted American Jewish physicians, 
with emphasis on their medical scientific 
achievements. The sketches are given in a concise 
form, multwm in parvo, are accurate, and instruc- 
tive, There is also included in this volume an Appen- 
dix—(Medical Chronology), which presents a great 
number of original scientific items of progress in 
American medicine for the _ century. The mate- 
rial is arranged in chronologic order. It is well 
written, and contains vast new material of medico- 
historic interest. The author is well known for his 
revious numerous original contributions to medical 
tetany. As a biographer and pupil of the late 
Fielding H. Garrison, he follows his steps. The only 
criticism is that there is a disproportion in the 
biographies. Some of them are very brief, while 
others are very long, covering many poses—for in- 
stance, the biographies of Dr. Leo Loeb, Dr. Howard 
Lilienthal, Dr. Milton J. Rosenau, and Dr. Ernest 
Spiegel. 

In general, the book is a welcome contribution 
to American medical history. The medical profes- 
sion owes a debt to the author for his industrious 
work in the field of the history of medicine. 


T stet volume presents about 300 biographic 


Manual of Standard Practice of Plastic and Max- 
illofacial Surgery. Prepared and Edited by the 
Subcommittee on Plastic and Maxillofacial Surg- 
ery of the Committee on Surgery of the Division 
of Medical Sciences of the National Research 
Council, and Representatives of the Medical De- 
partment, U. 8. Army. 432 p., 259 fig. $5. W. B. 
Saunders Co., Philadelphia and London, 1942. 


INCE this work is primarily presented to meet 
S the exigencies of the time, the treatment of 

malignancies has not been included. The auth- 
ors are specialists and authorities in their respec- 
tive branches. This book is one of a series of the 
military surgical manuals; others are to appear and 
promise in timeliness, authoritative dissemination 
of knowledge, and worthwhileness. This volume is 
the first of a series developed under the auspices 
of the Division of Medical Sciences of the National 
Research Council to furnish the medical depart- 
ments of the Army and Navy with concise pres- 
entations of necessary information in military 
surgery. Succeeding volumes will cover the sub- 
jects of ophthalmology and otolaryngology; abdom- 
inal and genito-urinary injuries, orthopedic sub- 
jects, etc. The section on reconstructive surgery 
by Ferris Smith is excellent. Equally good are the 
sections devoted to the subjects of maxillary surg- 
ery by Brigadier General Leigh ©. Fairbank and 
colleagues, Dr. P. C. Lowery has contributed a 
good chapter on maxillofacial prosthesis which de- 
scribes the artificial replacement of parts destroyed 
by injuries to the face and jaw. The material is 
divided into four sections and comprises fifteen 
chapters. Section I deals with reconstructive surg- 
ery, Section II with maxillary surgery, Section III 
with maxillofacial prosthesis, and the last section 
discusses anesthetic technic. The work is noto- 


riously free from padding and only essentials are 
embodied. Not only those who are engaged in war 
surgery, but the general surgeon as well, will find 
this work valuable and instructive. The index is 
thorough and the paper and binding of high grade. 
This work can be highly recommended. 

K. 


Advances in Pediatrics. By Adolph G. DeSanctis, 
M.D., L. Emmett Holt, M.D., and Frederick F. 
ya M.D. 291 p. Interscience Publishers, Inc., 
1942. 


HIS is an attractive, well printed and finely 
| bound volume. Its purpose is to present a ~ 
review of some of the latest advances in pedi- 
atrics during the past two years. The ten subjects | 
which constitute this work were chosen through the | 
medium of questionnaires by some of the leading 
pediatricians of the United States as being the most 
important advances during this time. 

This work is a fine presentation of the subjects 
involved. The section dealing with ‘‘Toxoplasmo- 
sis,’’ for example, is most complete, well written 
and should serve to stimulate clinicians to be on the 
alert for this entity in its various forms as they 
occur at various ages. The section on ‘‘ Electroenceph- 
alography’’ wisely points out the pitfalls, as well — 
as the advantages, of this laboratory procedure in | 
differentiating localized organic pathology from 
pure psychiatric disturbances. Persistent ductus 
arteriosus is discussed from the standpoint of its 
dangers and the indications for its ligation. Con- 
vincing proof of the beneficial effects of the latter — 
is presented in the form of records of a number of 
operated cases. The section dealing with ‘‘ Vitamin 
K in Hemorrhage in the Newborn Period’? stresses 
hypothrombinemia as the most common cause of | 
spontaneous bleeding at this age, provided alteration — 
in the vascular walls by such means as trauma, — 
asphyxia, infection, faulty cord-tieing, etc., has been 
excluded as the primary cause. The author empha- 
sizes that under normal conditions vitamin K is best | 
utilized as it occurs in its natural source through 
bacterial synthesis in the alimentary tract. A de- 
tailed review of ‘‘Virus Diseases’’ and ‘‘Chemo- 
therapy in Diseases of Infancy and Childhood’? is 
presented. Sections dealing with the ‘‘Premature 
Infant,’’ Endocrinology,’’ and ‘*Tuberculosis’’ are 
included, all of which are well presented and prac- 
tically up to date. Short abstracts of other advances 
in pediatrics, covering nine subjects are also in- 
cluded. Extensive bibliographies accompany each 
of the ten monographs. 

It is not clear to this reviewer whether this vol- 
ume has served the purpose for which it was in- 
tended, as stated in the Preface. It is questionable — 
whether the reader can hope to be brought abreast 
of the recent pediatric advances during the past 
two years through this medium of ten selected sub- © 
jects. For the busy, average physician who wishes 
to keep abreast of the pediatric literature, it would | 
take more than ten subjects, preferably in abstract — 
form, such as the tenth section of this volume, to © 
fill the gap between knowledge available in pedi- © 
atric textbooks and systems, and that presented in © 
the latest pediatric journals. However, Advances in 
Pediatrics is a valuable asset in any physician’s — 
library. 

L, J. HALPERN. 








